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Late Results in Vascular Surgery 


Vascular surgery in not particularly new; as 
in the case of most other branches of surgery, it 
had its beginning back in antiquity. For example, 
Vesalius has been quoted as mentioning in 1542 
the insertion of a reed into the femoral arteries 
of animals to improve the blood supply to the 
foot.! The femoral artery was exposed, ligated and 
incised, after which a reed of the same caliber as 
the vessel was inserted into the proximal and dis- 
tal ends of the artery. Following division of 
the ligatures, pulsative blood flow was restored 
to the foot. As in all other branches of medicine, 
however, the tremendous improvements in diag- 
nostic and therapeutic methods, particularly dur- 
ing the last few decades, have completely revital- 
ized the field of vascular surgery. 

The most constant factor in the changing as- 
pect of vascular surgery has been in the field of 
replacement grafts. The development of preser- 
vation methods for homografts was soon followed 
by the introduction of various plastics and this in 
turn was followed by the observation that a 
rather high percentage of homografts was failing 
in the late postoperative phase. Such rapid changes 
in techniques and materials make it imperative 
that we surgeons stop frequently and take a look 
backwards at what we have been doing in this 
particular field and what has happened to our 
patients. The rewards are clearly defined by the 
well known quotation: “He who cannot remem- 
ber the past is condemned to repeat it.” 

From Feb. 1, 1956, through Feb. 1, 1960, 154 
patients were seen requiring various types of 
arterial surgery. It is important to point out that 
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the 154 cases of this series are consecutive in 
order and represent the total cases seen in the 
particular groups of disease processes which will 
be discussed in this report. Follow-up examination 
was completed by direct patient contact in prac- 
tically all instances except in a few cases where 
the contact had to be by letter or by communica- 
tion with the patient’s private physician. In gener- 
al, the patients fall into one of several classifica- 
tions, the first comprising those patients in whom 
there was a sudden interruption in vascular con- 
tinuity, either precipitated by arterial trauma or 
secondary to embolization. The remaining groups 
of patients either had aortic aneurysms or periph- 
eral aneurysms, or were subject to degenerative 
occlusive disease processes which will be grouped 
as a unit. 


Emboli 


Nineteen patients presented with the problem 
of embolization with a time interval ranging from 
one hour to two weeks in duration. Of this group 
12 had involvement of the major arterial blood 
supply to an extremity, in three of whom the 
axillary or brachial artery was involved, while in 
the remainder the emboli all lodged in the femoral 
or popliteal artery. The remaining seven patients 
all had aortic saddle emboli. 

One patient of the group of 12 examples of 
major extremity occlusion had subsequent ampu- 
tation after an incomplete removal of an embolus 
and secondary thrombus from the popliteal artery; 
extensive distal clot precluded return of circula- 
tion, and a lumbar sympathectomy was of no 
benefit. The remaining 11 patients all survived the 
original procedure without major complications 
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and follow-up has averaged from three months to 
two and one-half years. Only one patient has 
residual claudication in her foot, but is able to 
walk without too much difficulty, some two years 
following removal of a superficial femoral artery 
embolus. This patient was operated on four days 
after the original onset, and again extensive distal 
clot made complete restoration of circulation im- 
possible. One patient expired nine months follow- 
ing surgery of an unrelated cause, and a second 
patient had recurrence of embolization and expired 
two and one-half years following removal of a 
femoral embolus. This recurrent embolization 
occurred in the superior mesenteric artery. Of the 
remaining eight patients, all of whom are asymp- 
tomatic, seven are on continued anticoagulants in 
one form or another. The remaining seven patients 
in this group all suffered the extremely serious 
situation of an aortic saddle embolus and only 
one of the group survived the surgery for any 
period of time. This patient was operated on one 
year ago and made an uneventful recovery with- 
out further difficulty. She is being maintained on 
anticoagulants because of her cardiac disease. 
One other patient survived surgery, but had a 
fatal myocardial infarction two months later dur- 
ing a second bout of surgery. The remainder of 
the patients were all critically ill at the time of 
surgery; although they survived the surgical pro- 
cedure, they all died either of their original car- 
diac disease or cerebral embolization during the 
immediate postoperative phase. 

- CoMMENT. — Several observations can be 
drawn from the follow-up of this particular group 
of patients. First and foremost is the importance 
of the use of heparin therapy. As pointed out by 
Guynn and Reynolds,” heparin should be adminis- 
tered immediately after the diagnosis or suspicion 
of arterial occlusion is entertained, and preferably 
by an intravenous route. This therapy affords 
considerable protection against propagation of a 
thrombus during the time required for hospitali- 
zation and prior to beginning any surgical therapy. 
The prevention of this distal thrombus is the one 
single factor around which survival of the ex- 
tremity depends. Certainly the one patient in this 
series who had amputation might well have been 
saved the loss of an extremity by the use of hep- 
arin therapy during the 10 hours before surgery. 


A second observation concerns the length of 
time the embolus has been present; as has been 
pointed out by other groups, emboli can be re- 
moved successfully after a prolonged period of 


VotuMeE XPE.\ II 
NuMePER 10 


time, provided distal thrombosis has not occurred 
and provided the limb is still viable.*-4 Two of 
our patients had emboli for a period of four days 
prior to surgery, while one had gone two weeks 
with an axillary occlusion. All patients had suc- 
cessful embolectomies and had no residual diffi- 
culty except for one patient with minor distal 
claudication. The third observation, which again 
is shared by many authors, consists of the use of 
continued or long term anticoagulants following 
embolization. It would certainly appear in this 
particular group that recurrent embolization has 
been prevented by the use of long term anticoag- 
ulants, and the only patient in whom embolization 
did recur had not been receiving anticoagulants. 
Prophylactic cardiac surgery also plays a part in 
this program, as has been pointed out many times. 
One patient in our series had a mitral commis- 
surotomy nine months following the removal of a 
distal embolus and has done well during the past 
two years. 


Arterial Trauma 


The other form of sudden interruption in ar- 
terial continuity encountered in patients during 
the past four years was manifested by a group of 
nine patients who had varying types of arterial 
trauma. Three patients had acute lacerations with 
knife wounds, two of these surviving the original 
surgery with an intact extremity. The third pa 
tient was brought in 24 hours following the origi- 
nal injury and distal clot prevented re-establish- 
ment of blood flow, with subsequent amputation 
of the lower extremity. Of the other two patients, 
one had a graft which subsequently was occluded 
because of secondary infection in the wound, al- 
though his extremity was later saved by a lumbar 
sympathectomy. He was subsequently returned to 
an Air Force Base Hospital for physiotherapy and 
at last report, some six weeks following surgery, 
was steadily improving. The other patient suffered 
massive hematoma and infection in the wound 
where an end to end anastomosis had been per- 
formed with subsequent sloughing out of the su- 
ture line. The common femoral artery had to be 
primarily ligated, and the extremity of this patient 
was likewise saved, but undoubtedly considerable 
claudication will develop in the future. This case 
is only two months old at the present time. Five 
other patients received gunshot wounds of various 
vessels, one in the abdominal aorta. This patient 
was subjected to an exploratory operation within 
one hour of the accident, the perforation of the 
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ac ‘ta was closed, and he has done exceedingly well 
fc: two years. Of the remaining four patients with 
wunds of the arterial supply to the lower ex- 
tremity, two had difficulty with distal clot, one 
p.tient losing his leg due to retained clot despite 
resumption of arterial flow in the main tibial 
vessels. The other patient had residual claudica- 
tion, but was doing well in physiotherapy at the 
end of one month when returned to an Air Force 
Base Hospital. The other two patients have gone 
two months and six months respectively, with an 
end to end anastomosis in one case, and a 34 inch 
Teflon graft in the other. Both patients made an 
excellent recovery following resumption of normal 
arterial circulation. Therapy received by the re- 
maining patient in this group with arterial trauma 
consisted of an endarterectomy for brachial artery 
occlusion two months old at the time of surgery, 
and this patient responded excellently to an en- 
darterectomy. Two months postoperatively he had 
full use of his arm and was then lost to follow- 
up, approximately one and one-half years ago. 


CoMMENT. — The late results in those pa- 
tients who survived original arterial trauma and 
in whom, in particular, there is no complicating 
distal clot would indicate that these patients do 
well following satisfactory repair. The site of the 
trauma, of course, has tremendous bearing on 
the eventual outcome, as the smaller the vessel the 
more precarious the type of surgical repair and 
its ultimate success, This is particularly true where 
grafting must be accomplished as the smaller-sized 
vessels in this particular group, namely the pop- 
liteal, are exceedingly difficult to graft. One homo- 
graft occluded, as mentioned, whereas a Teflon 
graft in the superficial femoral artery some 6 
inches away has remained patent since its inser- 
tion. The presence of infection also makes these 
cases extremely difficult and has a direct bearing 
on the eventual outcome. The loss of an arterial 
repair or an arterial graft due to secondary infec- 
tion either results in the loss of the extremity or 
fairly severe claudication as noted in the examples 
cited. Having survived the original injury and the 
essential surgery, these patients have a good prog- 
nosis. For them, contrary to the patients with 
embolization, anticoagulation therapy has been 
found unnecessary. ‘ 


Peripheral Aneurysms 
Fifteen patients with varying types of periph- 
eral aneurysm were treated during the past four 
years. Only two of the entire group had elective 
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resection of the aneurysm; in other words, they 
were not admitted as presenting acute problems of 
arterial insufficiency, nor did they have the other 
complications of this particular type of lesion. In 
one, a massive aneurysm involving the brachial 
artery was replaced with a fabric graft, and in the 
other a popliteal aneurysm likewise had a fabric 
graft replacement. All other patients in this group 
were admitted either with acute arterial insuffi- 
ciency or other complications of peripheral aneu- 
rysms including thrombosis and chronic arterial 
insufficiency. One patient with a superficial fem- 
oral aneurysm had a cutaneous fistula from 
which she had had recurrent hemorrhages. 


In four patients of this group, the aneurysms 
were considered to be post-traumatic, one involv- 
ing the common femoral artery while the other 
three involved the superficial femoral artery. One 
of the latter had an associated venous fistula. 
These four patients all had direct resection with 
replacement by varying types of fabric grafts. The 
outcome has been good, although one patient, in 
the case involving the cutaneous fistula from a su- 
perficial femoral aneurysm, subsequently lost the 
graft due to secondary infection. This patient had 
adequate collateral circulation, however, and al- 
though the superficial femoral artery had to be 
ligated and the graft removed, she does not com- 
plain of residual claudication. Follow-up in these 
particular patients covers nine months, 14 months, 
three years, and three and one-half years. Another 
patient was admitted with acute carotid arterial 
insufficiency secondary to a carotid aneurysm, 
which was subsequently resected and the insuffi- 
ciency corrected; the patient has now done well 
for two months. 


The remaining eight patients in this group all 
had popliteal aneurysms and five of these patients 
were admitted with acute arterial occlusion of 
one type or another, secondary to the popliteal 
aneurysm. All five patients lost the extremity 
despite immediate surgical therapy. This consisted 
either of direct resection and grafting or throm- 
bectomy with anticoagulants. Of the remaining 
three patients, all had early success in one form of 
treatment or another. One of these had a bypass 
fabric graft which became occluded at four months 
and following that had a moderately good benefit 
from a lumbar sympathectomy. Another had a 
thrombectomy distal to a popliteal aneurysm 
which had become suddenly occluded and is doing 
nicely under anticoagulant therapy. The remain- 
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ing patient had a bypass graft with complete res- 
toration of circulation, but expired of carcinoma 
of the lung two months following his original surg- 
ery. At the time of his death, the circulatory sta- 
tus in the leg subjected to operation was good. 
The patient with an asymptomatic popliteal aneu- 
rysm, treated by an elective replacement graft and 
mentioned at the beginning of this section, has 
been followed for 16 months; the graft is holding 
up nicely, and there is no peripheral arterial in- 
sufficiency. 

CoMMENT.—The results in this small group 
of patients amply confirm what has been pointed 
out by others, namely, that the results of elective 
surgery in this particular group of patients are 
far better than the results which can be obtained 
by nonsurgical treatment of the patients, and also 
better than the results which follow emergency 
measures for these particular lesions. 

Gifford, Hines and Janes,® for example, point- 
ed out that of 21 popliteal aneurysms which had 
not been treated by surgery and were followed for 
five years or more, only five, or less than 25 pet 
cent, were without complications at the ene! vi 
five years. On the other hand, 23 of the aneury:sms 
in their series which were followed for an average 
of six years after surgical treatment showed no 
complication in any patient. Only two patients in 
our group have experienced difficulty following 
successful removal of the aneurysm, the one sec- 
ondary to infection in a potentially infected case 
at the beginning, and the other due to an occluded 
bypass graft four months following surgery. The 
presence of arterial insufficiency in any form, 
particularly an acute thrombosis, markedly alters 
the eventual outcome of the surgery as evidenced 
by our own failures in five of the popliteal aneu- 
rysms. Inadequate distal runoff in the tibial ves- 
sels was an added factor in several of these pa- 
tients, this complication usually being due to 
atherosclerotic occlusion in these vessels or to 
secondary thrombus following an acute occlusion 
in the aneurysm itself. Fabric replacements have 
done well in the treatment of these lesions as 
experienced by others.® 

The only other comment noteworthy in this 
particular group of patients concerns the need to 
follow them closely for other vascular lesions. This 
has been pointed out many times before in that 
these particular patients are prone to have associ- 
ated cardiovascular diseases and many of them 
have been shown to have other aneurysms involv- 
ing either the aorta or the opposite popliteal 
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artery, or situated elsewhere in the vascular tree. 
Two of our patients had bilateral popliteal aneu- 
rysms while one of these has an associated small 
abdominal aneurysm. 


Aortic Aneurysms 


Forty patients were operated on with varying 
types of problems related to aortic aneurysms. Of 
this group three patients were subjected to an 
exploratory operation without a resection, either 
because the lesion was too extensive or unrelated 
conditions required prior surgery. All of these 
patients expired at a later date and before resec- 
tion of the aneurysm could be performed. Of the 
remainder, 15 patients were operated on because 
of rupture of the abdominal aortic aneurysm, 
seven had a resection as a semiemergency, and 15 
had elective resections. 

In the case of the ruptured aneurysm, one 
patient had an exploration with no resection be- 
cause of involvement of the renal artery; this 
patient died three days later. Nine patients under- 
went resection and expired postoperatively, the 
majority dying of renal shutdown, whereas the 
remainder died of cardiovascular complications. 
From a review of the operative records, there was 
no apparent correlation between the amount of 
retroperitoneal bleeding and the survival of the 
patient. Renal shutdown was complete in some 
patients with minimal retroperitoneal bleeding, 
whereas some of the patients with the largest 
amount of retroperitoneal bleeding had no de- 
pression of renal function postoperatively. Five 
patients survived resection of the ruptured aneu- 
rysm. Only one patient in this group has died; 
this death occurred four months following surgery 
and was due to hypertension and advanced renal 
disease. The remaining four are living and well, 
although one patient was lost to follow-up at the 
end of nine months. The remainder have survived 
16 months, five months, and three months, respec- 
tively. 

The group of seven patients who required 
aortic surgery as a semiemergency procedure falls 
into a class where the mortality has been high. 
Only three survived resection, two of the patients 
now for over two years and the third for one and 
one-half years. These three are all in good condi- 
tion with no apparent residual deficits and have 
normal capacity for work. One patient has evi- 
dence of superficial femoral artery occlusion on 
one side, but has not required further surgery. Of 
the four expirations, two were due to renal shut- 
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co 1, one to myocardial infarction, and the fourth 


to controlled hemorrhage from a duodenal ulcer. 


che remaincer of this group of patients with 
ao.ic aneurysms had elective resections, one in- 
vo ‘ng the aortic arch while the remaining 14 
inv.:lved the terminal abdominal aorta. There were 
thi.e postoperative deaths, two being directly due 
to iailures in graft material, while the third result- 
ed irom a myocardial infarction at the completion 
of surgery in a patient with severe cardiac disease. 
There were three late deaths, one at 10 months 
of a recurrent aortic aneurysm and the other two 
at i4 months, death being due to unrelated causes. 
The remaining nine patients are all doing well as 
far as the surgery is concerned. The follow-up 
period extends from two months to four years. 


Of the 20 patients who survived the immediate 
postoperative course, two had resection of the 
aneurysm without the necessity of a graft replace- 
ment. In the remainder there were 13 fabric graft 
replacements and five homograft replacements. 
There has been no concrete evidence of graft 
failure in any one of the fabric replacements. One 
patient had a bilateral amputation prior to his 
death 14 months following surgery, but it was 
noted at the time of operation that he had bilat- 
eral iliac artery arteriosclerosis and it is thought 
possible that the arterial insufficiency of the lower 
extremities was produced by rapid progression of 
this particular disease rather than failure of the 
graft itself. Likewise, there has been no evidence 
of secondary deterioration or other change in the 
five patients with homograft replacement with 
follow-up extending to four years. There were two 
early deaths caused directly by graft failures at a 
time when the original nylon material was being 
used which had to be heat-sealed. These grafts 
both ruptured producing secondary shock and 
subsequent renal shutdown during the early post- 
operative phase. Since changing over to Teflon or 
Dacron, however, in the 13 patients mentioned 
this complication has not arisen. Two patients 
have been noted during the follow-up period to 
have recurrent aortic aneurysms. One patient ex- 
pired at 14 months following the original aortic 
surgery with a recurrent pelvic carcinoma; it was 
noted at the time of her death, however, that she 
had a recurrent aneurysm which by palpation in- 
volved the aorta proximal to the original homo- 
graft which was believed to be entirely normal. 
The second recurrent aneurysm was noted in a 
patient who expired 10 months following the 
original resection, and again the recurrent aneu- 
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rysm occurred above the site of a fabric graft. In 
this instance, however, the recurrent aneurysm 
perforated and led to his subsequent demise. 


CoMMENT. — The most important observation 
to be made on this particular group of patients is 
that the percentage of ruptured aneurysms and 
aneurysms operated on as semiemergencies is 
much too high compared to that in the group of 
elective surgical procedures. Undoubtedly this is 
true simply because of the community from which 
this materia] was gathered and since these cases 
are consecutive in order of appearance. On the 
other hand, it directly reflects on the mortality 
rate which is considerably higher simply because 
of the tremendously increased risk in these two 
classifications of patients. Others have found a 
correspondingly high mortality rate in the group 
with ruptured aneurysm as evidenced by the re- 
port of Elliott, McKenzie and Chung,? who 
were able to save only nine of 24 patients sub- 
jected to exploration for ruptured aneurysm. 
They also directed attention to the gravity of the 
situation in so-called acute abdominal aneurysms. 
Other reports such as that of Dye,* who found a 
mortality rate of 7 per cent in 57 asymptomatic 
patients as compared with a mortality of 24 per 
cent in 39 patients with symptoms, point out the 
reflection of this group of patients upon the over- 
all mortality rate. On the other hand, it is appar- 
ent from our patients and the reports of others 
that once these patients have survived the initial 
surgery, the prognosis is about as good as for the 
patient who survives an elective resection of an 
aortic aneurysm. 


Perhaps the most important observation of all 
concerns the survival rate of patients having sur- 
gical therapy of abdominal aneurysms compared 
with the survival rates of patients who were treat- 
ed medically for aneurysms. Sheranian, Edwards 
and Kirklin® pointed out a survival rate compa- 
rable with the figures of De Bakey and his asso- 
ciates of approximately 70 per cent survivors at 
the end of three years as compared to only 49 per 
cent survivors in Estes’ group of medically treated 
patients at the end of three years. Certainly the 
lack of complications in late follow-up in all re- 
ported cases makes it all the more imperative that 
we reduce the number of patients coming to us 
with ruptured aneurysms or situations in which 
they have to be operated on as semiemergencies. 
It is apparent that early operation in the asymp- 
tomatic stage has the same importance in the field 
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of aneurysmal surgery as it does in the field of 
cancer surgery. 

Although the follow-up figures in this series do 
not show the disadvantages of using homografts, 
there are innumerable reports in the present liter- 
ature which point out the multitude of compli- 
cations which are shown to be directly due to the 
use of homografts. As a result of these reports 
homografts were discontinued two and one-half 
years ago, to be replaced with Dacron or Teflon 
fabric grafts.9.1° 


Vasospastic Diseases 


Four patients exhibiting intermittent peripher- 
al arterial spasm were seen during the past four 
years and treated with lumbar sympathectomy. 
Preoperative arteriography showed no evidence of 
any localized arterial obstruction in any of the 
patients, even though one had actual gangrene of 
a toe. Lumbar sympathectomy was performed on 
the basis that they were exhibiting intermittent 
arterial spasm of the distal vessels. All four of the 
patients have had excellent results, three of them 
having primary arterial spastic diseases, while the 
fourth had an associated thrombophlebitis which 
was producing the arterial spasm. The latter pa- 
tient was followed for two months with definite 
warming of the foot and cessation of the symptoms 
due to arterial spasm. The remaining three pa 
tients have been followed four months, 15 month: | 
and one and one-half years respectively with no 
recurrence of the previous disease. 


Occlusive Diseases 


The remaining patients in this group of 154 
cases all had arterial occlusive disease of one type 
or another, and the differentiation of the patients 
by their disease process is the only way in which 
one can come to any conclusion concerning the 
over-all results. In general, there are two types of 
occlusive diseases, the first with diffuse involve- 
ment of the terminal aorta and common and ex- 
ternal iliac arteries, extending on down to the 
femoral and popliteal vessels. The second group 
has a much more localized disease process usually 
spoken of as segmental occlusion; in these in- 
stances various sites of involvement of the vascu- 
lar tree may be completely occluded while the 
remainder of the vessels, either above or below 
this level, may be widely patent with no appreci- 
able involvement by the disease process. The 
latter situation will be discussed first with a differ- 
entiation as to the level of the occlusion. 
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Aortoiliac Occlusions 


There were 11 patients treated with varying 
degrees of obstruction involving either the termi- 
nal aorta or both iliac arteries. Eight patients in 
this group were considered as presenting examples 
of the Leriche syndrome while the remainder were 
patients with unilateral iliac artery occlusion. Two 
patients were subjected to exploration, but because 
of apparent involvement of renal arteries, no fur- 
ther surgery other than lumbar sympathectomy 
was attempted. There were five endarterectomies 
performed on the remaining nine patients, usually 
combined with lumbar sympathectomy. Two pa- 
tients had bypass grafts from the aorta to the 
external iliac or common femoral arteries, while 
two other patients had resection of the occluded 
aortic bifurcation and replacement with a homo- 
graft. During the follow-up period, which has 
ranged from three months to four years with a 
majority of the patients in their second year, only 
one complication has occurred as regards any of 
the surgical procedures. This involved one of the 
homograft replacements performed four years ago; 
on the patient’s follow-up examination at four 
years she had occlusion of either the distal limb 
on one side of the homograft or occlusion in the 
external iliac artery runoff. Mild claudication de- 
veloped in this extremity, and she was advised to 
have another operation if the symptoms progress. 
In the remaining eight patients distal circulation 
has remained entirely patent, and all patients are 
living and well with normal capacity for their 
occupations. 


CoMMENT. — The one failure in this particular 
group is not unexpected, based on the experience 
of others.1° Furthermore, this patient should have 
fairly excellent chances of success with a second 
operation if this should become necessary. The 
percentage of closures of arterial reconstructions 
in this portion of the body varies considerably 
depending upon the various authors. Crawford, 
De Bakey, Morris and Garrett! reported a min- 
imal figure of 6.2 per cent late failures with a 
combination of methods, whereas Freeman and 
Nicholson!? reported 24 per cent closures. The 
latter’s report dealt only with thromboendarterec- 
tomy. Most authors believe from a study of their 
results that if occlusion has not occurred in the 
first two years, then chances of it occurring late 
are rather remote. Shepherd and Warren}? also 
reported a moderately high rate of closures during 
the late phase, as 35.5 per cent of their patients 
leaving the hospital with patent segments had 
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clc ures taking place in the first year. Their re- 
pc.t was also of interest in their comparison of 
m< -tality in their 40 patients with that of a group 
re. orted by Beckwith in which 22 of 49 patients 
dij in a six year period. None of these 49 pa- 
tic its were operated on, whereas in Shepherd and 
Waurren’s series of operative cases numbering 40, 
ory four patients died during this same period of 
tire. There is little question that the results re- 
ported in all the papers along with our few results 
indicate that reconstruction operations for occlu- 
sicis at this level give most satisfactory results 
and in all probability the procedure of endarterec- 
tomy has its highest incidence of permanent suc- 
cess in this area. In those few patients in whom 
endarterectomy is not feasible because of involve- 
ment of the media or adventitia by the occluding 
process, then a bypass graft gives the next possible 
best result.11 


Superficial Femoral Occlusions 


As has been pointed out repeatedly in the 
literature, one of the most important aspects in 
any type of grafting procedure on the arterial 
system is the demonstration of an adequate inflow 
and outflow system.11 Rigid emphasis was placed 
on this demonstration in this particular series of 
patients, and as a result the number of patients 
in whom pure superficial femoral artery occlusion 
was demonstrated without occlusive disease else- 
where is small. The follow-up results, however, 
seem to demonstrate adequately the importance 
of this particular facet of arterial surgery. 

Fourteen patients make up this group with 
five patients presenting an acute arterial insuffi- 
ciency although they all had a preceding history 
of claudication. Three of these five patients had 
a distal thrombectomy beyond the site of super- 
ficial artery occlusion, in two of whom it was un- 
successful leading to subsequent amputation. The 
third patient had a combined sympathectomy 
along with the thrombectomy and has maintained 
adequate circulation for a period of two years 
following surgery. The remaining two patients in 
this group of acute arterial insufficiency had by- 
pass common femoral to popliteal grafts with im- 
mediate restoration of distal circulation. These 
patients are now doing well at one and one-half 
and two years respectively. 

There were nine patients with chronic obstruc- 
tion who were shown by preoperative arteriograms 
to have adequate inflow and outflow systems. 
One patient had an endarterectomy nine months 
ago and has had an excellent result. The remain- 
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ing eight patients all had bypass grafts, one of 
which was a homograft, inserted three and one- 
half years ago. These patients have been followed 
from four months to three and one-half years 
with one death in the group at nine months post- 
operatively due to myocardial infarction. At the 
time of completion of the follow-up, peripheral 
circulation had remained intact in all patients. 
One of the group operated on seven months ago 
shows decreasing oscillometric value, but still has 
palpable distal pulses. It is possible that in this 
one particular patient occlusion may occur in the 
near future. 

CoMMENT. — Although some authors report 
that 60 per cent of patients demonstrating occlu- 
sion at the level of the femoral-popliteal arteries 
will have distal runoff which is patent,!! the re- 
sults in the present series do not agree with this 
result. The 15 patients in this group represent 
only 37.5 per cent of the total group with athero- 
sclerotic involvement at this particular level of 
occlusion. This may also explain why there has 
been only one patient in the long term follow-up 
who shows any sign of beginning occlusion of the 
graft. As pointed out, this patient still has pal- 
pable distal pulses, however. The reports of late 
patency again vary tremendously with the series 
reported and obviously with the type of procedure 
used. Whitman, Janes, Ivins and Johnson,! for 
example, report 70 per cent late patency using a 
Teflon prosthesis. Crawford and his associates 
showed that late failure occurred in 52 per cent 
of their patients with homografts, 32 per cent 
with the braided nylon graft, and 11 per cent with 
the flexible knitted Dacron graft. Whether or not 
a bypass graft is used in preference to an en- 
darterectomy seems to be primarily based upon 
the experience of the surgeon. It would seem ex- 
pedient to conclude that if the lesion is localized to 
a short segment and is amenable to thromboen- 
darterectomy, then this would be the preferable 
procedure. On the other hand, extensive occluded 
segments in the femoral area can be handled easily 
and with a relatively short operative procedure 
by using a bypass fabric graft. As mentioned 
previously, however, the ultimate patency, other 
things being equal, depends to a great extent 
upon the demonstration of an adequate inflow 
and outflow system in each patient. 


Diffuse Atherosclerosis 


Forty-two patients are left in this group for dis- 
cussion, all having evidence of diffuse athero- 
sclerotic involvement of the arterial system. Some 
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had a preponderance of disease in the iliofemoral 
segment, others in the femoral-popliteal portion, 
and the remainder in the tibial vessels. There 
were 10 patients in the first group, 25 in the 
femoral-popliteal group, and seven with distal 
sclerosis involving the tibial vessels. Diffuse ar- 
terial disease was demonstrated in all patients bv’ 
means of arteriography. Forty-one lumbar sym- 
pathectomies were performed in this group, two 
patients having bilateral procedures. Two endar- 
terectomies were accomplished, one being com- 
bined with an iliopopliteal bypass graft. The re- 
maining procedure was a popliteal thrombectomy 
for an acute thrombosis proximal to the distal 
sclerosis. Six patients died in the immediate post- 
operative period, all because of some complica- 
tion of the cardiorenal system. There were two 
late deaths, both cardiac in origin. Six patients in 
the entire group were diabetic, an incidence of 14 
per cent, and only one of these was included in 
the group of deaths, namely one subjected to late 
exploration; death was due to myocardial in- 
farction. 

Surprisingly enough, the results were essential- 
ly the same no matter what the level of the major 
occlusion. Nineteen of the total number of pa- 
tients had what was considered a good result 
from lumbar sympathectomy; two other patients 
with endarterectomy likewise had excellent re- 
sponse. From a numerical standpoint, exactly 
one half of each group of patients at the major 
level of occlusion had improvement by operative 
means while the remaining half had subsequent 
aniputations or early expiration as noted. Three 
of. the six diabetic patients, all of whom were a 
part of the femoral-popliteal group, had perma- 
nent improvement by operative means, one of 
which was an extensive femoral-popliteal endar- 
terectomy. One of the diabetic patients, as noted 
previously, expired at 15 months following the 
first of a bilateral sympathectomy. Follow-up in 
all surviving patients ranged from three months 
to three and one-half years, with the majority of 
those subjected to sympathectomy observed over 
two years’ time. It should be noted that all the 
failures in this group who survived the original 
operative procedure subsequently underwent 
amputation within one to four months. 


CoMMENT.—Comparison of the report on this 
group of patients with other reports in the litera- 
ture is somewhat misleading inasmuch as the 
operative procedure of sympathectomy was used 
in all patients with arterial insufficiency whose 
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distal extremities still showed the slightest sign 
of viability. It was apparent in many of these 
patients that in all probability nothing would help 
the extremity, and a sympathectomy was used 
strictly as a remote possibility of aid. The more 
interesting conclusion would seem to be that one 
half of the total group can be helped and the 
level of occlusion does not necessarily preclude 
the value of the sympathectomy, for example, 
over its value at another level. In general it has 
been thought that patients with distal femoral 
artery occlusion and poor tibial runoffs, but with 
good collateral circulation, are the optimum pa- 
tients for sympathectomy. Four of the patients, 
however, with iliac occlusion along with evidence 
of femoral arterial involvement, likewise had good 
results from sympathectomy. Also, three of the 
patients with distal tibial involvement alone had 
improvement with lumbar sympathectomy. The 
other interesting facet, as noted by many other 
authors, was the degree of improvement following 
the initial response to sympathectomy. This good 
result seems to be a lasting result as many of our 
patients undergoing sympathectomy have been 
followed over two years and there has been no 
apparent progression in the degree of claudica- 
tion nor in the symptoms relating to the arterial 
insufficiency. Although the degree of claudica- 
tion is not changed tremendously by sympathec- 
tomy, nevertheless, the patients seem to notic 
less discomfort in the extremities on exercise, anu 
many are returned to gainful occupations. Ed- 
wards and Crane!* in their survey of lumbar 
sympathectomy results five years after the oper- 
ation sum up the picture of the diffuse arterio- 
sclerotic patient well by concluding that there 
appear to be two types of these particular pa- 
tients. One has a relatively localized arterial in- 
volvement of slow progression, and this responds 
extremely well to sympathectomy with a subse- 
quent good life expectancy. The other patient 
has a diffuse arterial involvement, a rapid pro- 
gression, does poorly after sympathectomy, and 
has a poor life expectancy. 


Conclusion 


Experience gained from treating 154 patients 
with varying types of arterial lesions during the 
past four years is presented. Many of the prob- 
lems outlined seem to have fairly clear cut answers 
and the results are in line with those reported in 
much larger series throughout the literature. Sug- 
gestions are made to improve the over-all results 
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b certain operative procedures and methods of 
tr atment during the initial phase which have a 
d ect bearing on the ultimate outcome. The 
hi-h percentage of ruptured aneurysms and other 
arcurysms operated on as semiemergencies is a 
re‘iection on vascular surgery as performed in a 
community hospital. The low mortality and ex- 
ti:mely good prognosis obtained in the patient 
wth an aneurysm on which operation is elective 
th serve as a plea for earlier diagnosis and 
ea:Ler cperation in this condition. 


— 
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Discussion 

Dr. RicHarp G. Connar, Tampa: I have enjoyed Dr. 
Moody’s paper, and I think he has done well in em- 
phasizing some important factors that influence both early 
and late results in the field of vascular surgery. Although 
there have been numerous articles in the medical literature 
during the past few years concerning vascular surgery, 
relatively few authors have emphasized the potential 
complications which may and actually do occur both 
early and late. My own experience has amounted to ap- 
proximately the same number of cases as Dr. Moody’s 
series, but with a little different distribution. The largest 
group is concerned with diseases of the abdominal aorta 
and iliac arteries of which there are 41 aneurysms and 
32 aortoiliac occlusions. Twenty-four of the aneurysms 
were nonemergencies and were resected electively with an 
operative mortality of 4 per cent. I have used modified 
hypothermia for these cases during the past two and one- 
half years, dropping the body temperature to 90 to 92 F. 
without precooling the patient. There appears to be less 
postoperative suppression of renal function on using this 
technique. Early in the series there were five homografts 
and two Tapp-Edwards nylon grafts used. In one of the 
latter, an iliac limb occluded two years later. Sanger- 
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Taylor knitted Dacron grafts were used until 15 month« 
ago, and two of this group had late thrombosis of the 
graft, one at 10 months and one at 15 months after 
operation. In both instances, an endarterectomy of the 
iliac arteries and partial resection of the graft with in- 
sertion of a new graft were necessary. Both of these 
grafts have functioned well for over a year now. As some 
of you may recall, these Sanger-Taylor Dacron grafts 
were not crimped, and this raises a possibility of kinking 
of the iliac limbs. De Bakey crimped Dacron grafts and 
woven crimped Teflon grafts have been used exclusively 
for the past 15 months with no late thromboses. The one 
death in this group was a result of renal failure, the 
patient dying seven days after operation. All of the 
fatalities with the ruptured and dissecting aneurysms 
resulted from renal failure with death varying from five 
to 20 days after operation. Because of this experience, I 
have elected not to operate on patients with ruptured 
aneurysms who are in shock and have been anuric for at 
least 12 hours before I see them. This decision has elimi- 
nated at least six patients who are not included in the 
accompanying table. Two patients also not included died 
en route to the operating room with ruptured aneurysms. 

My experience has been limited. with thoracic an- 
eurysms. The one patient who survived is doing well 
four years after resection. The popliteal aneurysm group 
are all doing well with palpable distal pulses from six 
months to two and one-half years following surgery. 

In my personal experience, the patient with the aorto- 
iliac ecclusive disease has been a much poorer operative 
risk than the patient with an aneurysm because of .the 
extensiveness of his arteriosclerosis. Three of the five 
patients who died in this group of 32 did so as a result 
of the arteriosclerosis. There was one patient who sur- 
vived a stroke five days after operation and in whom the 
homograft thrombosed one and one-half years after surg- 
ery. I believe strongly that a good endarterectomy gives 
better results than grafting. I have not had to employ 
endarterectomy distal to the proximal portion of the 
external iliac arteries in any of the patients in this group. 
In at least four instances, I had to go above the level of 
the renal arteries and have had good results in all of this 
group. There was one patient in this group in whom a 
graft, initially implanted elsewhere, had failed to func- 
tion because of inadequate proximal endarterectomy of 
the abdominal aorta. A second grafting procedure ap- 
proximately six weeks later brought excellent results for 
one year, but the graft thrombosed again, necessitating 
a third grafting procedure. Had I seen this patient origi- 
nally, I would have preferred to perform an endarterec- 
tomy. I also think that it is important to re-establish 
hypogastric artery flow to get the best results, and one 
frequently does not do this with a graft. 

It is my experience that if good distal pulses are 
present at the time of discharge from the hospital, late 
results will be good. My longest follow-up on an endar- 
terectomy patient with extensive aortoiliac occlusion has 
been two and one-half years, and that patient continues 
to have good pulses in his feet. I have had one failure 
with an endarterectomy in a Leriche syndrome, the 
abdominal aorta thrombosing again one year later re- 
quiring amputation. I require aortography preoperatively 
on all these patients with occlusive disease, but rarely for 
aneurysm. Nevertheless, there was one patient who was 
operated on and was found to have diffuse disease of the 
abdominal aorta which negated the possibility of grafting 
or endarterectomy. This was approximately four years 
ago, and actually the patient’s gluteal claudication is less 
today than it was prior to surgery. Like Dr. Moody’s 
two cases, there has been no clinical evidence of pro- 
gression of his disease. 

My experience has also been similar to Dr. Moody’s 
in patients with peripheral disease, in that I have not 
seen many patients with segmental occlusion of the super- 
ficial femoral artery. There have been two late throm- 
boses of Teflon bypass grafts, both occurring approxi- 
mately one year after operation. In both of these cases 
grafting was repeated with only fair results. Endarter- 
ectomy of the superficial femoral artery, in my experi- 
ence, has given only fair results. 
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I have used only endarterectomy in the treatment of 
carotid artery thrombosis. The results with incomplete 
occlusion have been gratifying, those with complete oc- 
clusion equivocal. 

I have had good late results in 12 of 14 patients with 
lumbar sympathectomy, but I would like to emphasize 
that all these patients had palpable femoral pulses pre- 
operatively with evidence of distal small vessel disease. 
Lumbar sympathectomy has proved to be a good oper- 
ation for small vessel disease, but if the common femoral 
artery is occluded, one should not expect very gratifying 
results and certainly in this group, thoracolumbar sym- 
pathectomy would be preferred. 


Vascular Surgery 


Operative Per Cent 
Aneurysm Number Deaths Mortality 


Abominal aorta (33 cases) 
Elective 
Dissecting or ruptured 
Nonresectable 
Thoracic aorta 
Popliteal artery 
Carotid artery 
Arteriovenous fistula (femoral) 
Portacaval shunt 
Splenorenal shunt 
Arterial thrombosis 
Aortoiliac 
Endarterectomy 
Graft 
Femoral 
Endarterectomy 12 
Bypass graft 6 
Carotid 10 0 0 
Complete 8 
Incomplete 2 
Gunshot wound 3 0 0 
Femoral artery, 
Axillary artery 
Embolectomy 11 
Saddle 3 
Femoral 7 
Popliteal 1 
Sympathectomy 
Lumbar 14 
Thoracolumbar 1 
Ten of 12 patients with palpable femoral 
pulses improved 


1* 4 
4* 67 
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40% successful 


15 1 7 


*Deaths due to postoperative renal failure. Com Pestianes 
1 B-K amputation. Late deaths: 1 aortoduodenal fistula; 
pulmonary tuberculosis. 
**Five homografts; 6 plastic tube grafts. 


Dr. Joun R. Emtet, Pensacola: I would like to 
congratulate Dr. Moody on his precise presentation of this 
varied group of consecutively treated cases of vascular 
lesions and on the results he has obtained. As I listened 
to this paper, I was reminded of the story I heard 
years ago about a doctor in the mountains of North 
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Carolina. He served his small community well, although 
he had none of the laboratory aids we have now. Ap- 
parently he knew the art of medicine if not the science 
of medicine. One of his patients came in expressing con- 
siderable concern about his heart. Methodically the 
doctor examined him and then after some deliberation 
he took the patient by the arm and said, “Joe, don’t you 
worry; this heart of yours will last you as long as you 
live.” Joe left the office reassured and satisfied. 

If we look back 10 years or so, we will recall we had 
then no good definitive treatment for aneurysms or seg- 
mental occlusive vascular lesions. I would like to echo 
Dr. Moody’s request that we be more alert to the early 
recognition of aneurysms, but in addition we be more 
concerned about the patient who has early signs of 
peripheral vascular occlusion and consider his evaluation 
for definitive treatment before marked ischemia, second- 
ary major thrombosis, or frank gangrene occurs. 

To be more specific in this discussion with regard to 
the various groups Dr. Moody has outlined, we have 
been fortunate in our own series of patients with vas- 
cular injuries. All but two of these have involved either 
the iliac or femoral artery and have been in younger 
patients. This group has been treated with insertion of 
either a nylon or Teflon graft and usually ligation of the 
concommitant vein. The late results have been good, and 
the only residuals have been due to associated femoral 
nerve injury. Up to three years there has been no evi- 
dence of calcification in the grafts by x-ray. 

As to the matter of emboli, I heartily concur with the 
recommendation of prolonged anticoagulant therapy in 
this group. I can recall one patient who had emboli first 
in one leg and then the other and who was successfully 
treated. He was maintained on anticoagulants, but more 
than one year later he had a massive aortic saddle embolus 
and died. We learned later that the anticoagulants had 
been discontinued just one week before the fatal embolus 
occurred. 

Grouping together the patients with aneurysm and 
arterial occlusive disease, our late results have been better 
in the patients with aneurysm. We still believe there is 
a place for sympathectomy in the patients with diffuse 
occlusive disease that is not too far advanced, but think 
that only about 30 per cent of this group are permanently 
benefited. The better results in aneurysm probably stem 
from the process being a more localized one and the 
tendency in all of these patients to develop some in- 
crease in collateral circulation about the aneurysm. 

Time permitting, I would like to show two slides 
illustrating that even in the elderly patient definitive 
treatment can be considered. This is a 79 year old white 
man who was seen with a large iliofemoral aneurysm. 
He had been bedridden for two months, was in constant 
pain, and held the left thigh in a fixed position of 
flexion. The involved leg measured about twice the size of 
the other from obstruction of the venous return due to the 
size and position of the aneurysm beneath the inguinal 
ligament. The aneurysm was resected and replaced with 
a 10 inch Teflon graft. The patient is now able to be up 
and about. 
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()phthalmological Approach to the Problem 
' Retarded Readers Among Elementary 


ri 
€chool Children 


Often the ophthalmologist is confronted with 
a child of elementary school age who is falling 
behind his peers in reading progress. Likely as 
not, he or she has been examined by a psycholo- 
gist or child psychiatrist and perhaps even treated 
by one for several months. The intelligence quo- 
tient is reported to be normal or above normal, 
and the school grades in subjects other than read- 
ing may substantiate this rating. The child has 
usually been brought to the ophthalmologist by 
the parents, who optimistically hope that a need 
for glasses will be discovered and their child’s 
reading problems will be solved and eliminated. In 
nearly every instance a routine thorough eye ex- 
amination will reveal normal vision, no ocular 
pathology, no significant refractive error and good 
muscle balance. The parents are usually told that 
the child’s eyes are normal and that his or her 
problem in an educative one. The child returns 
to school and continues to read poorly. 

There are many nonocular factors that in- 
fluence a normal child’s ability to read, such as 
stimulation at home, availability of proper read- 
ing materials, good teaching methods in school 
and emotional problems. It is not uncommon, 
however, to find in a family of good readers one 
child who has a reading problem; or again, a 
child who has had every proper encouragement 
and help may have trouble with reading. Often 
psychological or psychiatric counseling and treat- 
ment fail to help, and at times special tutoring 
is inadequate. Some children are taken repeated- 
ly to an ophthalmologist in search of an answer 
to this problem. 

This report deals with some discoveries I have 
made in attempting to find an ophthalmologic ba- 
sis for the problem of the poor reader. It repre- 
sents the findings on 100 children, 60 boys and 
40 girls, whose chief complaint was retarded read- 
ing. All had normal intelligence as rated by their 
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school teacher, and all were making average or 
above average progress in other school subjects. 
All were between the ages of six and 12. No child 
had a significant refractive error in either eye 
(less than 1.00 diopter sphere or 0.50 diopter 
cylinder), nor less than normal visual acuity in 
both eyes (20/30 for first grade; 20/25 for sec- 
ond and third grades and 20/20 for fourth, fifth 
and sixth grades), nor any ocular pathology, in- 
cluding strabismus. 

A thorough questioning of the child and par- 
ents often revealed other symptoms that are 
characteristic of the retarded reader, such as: 


Skipping words, especially prepositions and 
articles 

Losing place 

Reversal of words such as “saw” for “was” 

Copying incorrectly from blackboard 

Failure to complete assigned work in required 
time 

Mirror writing (in first or second grade) 

Difficulty focusing eyes from one thing to an- 
other 

Headaches 

Poor concentration 

Poor retention of information that is read by 
the child 


Well over half these 100 children had moder- 
ate to severe behavior problems in school. These 
included: 


Nervousness — “can’t sit still” (very common 
symptom) 

Disturbing other children 

Daydreaming 


Talking too much 
Not taking directions well 
Difficulty getting along with other children 


The incidence of left-handedness was about 
twice that of the general population, and the in- 
cidence of lack of definite handedness was also 
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more than average. All these findings have been 
noted and recorded by others who have studied 
this problem. 

A recent survey of the problem from its 
various aspects was reported by Goldberg.! The 
need for early detection and treatment was 
stressed. In a study of 2,400 school children, 
Eames? found the incidence of brain damage 
higher among the poor readers than the good 
readers. Also the poor readers showed a slightly 
higher incidence of hypermetropia over 1.0 di- 
opter, exophoria over 6 prism diopters at the read- 
ing distance, fusional difficulties, and lateral domi- 
nance variations other than right-handed-—right- 
eyed. Another investigator found crossed domi- 
nance to be present in 20 per cent of a group of 
school children classified as good readers and in 
40 per cent of a group of poor readers.? An in- 
ability to maintain binocular fixation at the read- 
ing distance was observed as one cause of re- 
tarded reading by White and Wahlgren.* 


Analysis of Series 


Each of the 100 children in this study demon- 
strated one, two or all three of the following 
findings: 


1. Alternating intermittent macular suppres- 
sion 

2. Crossed dominance 

3. Convergence insufficiency 


Alternating intermittent macular suppression 
is manifested by the fading and reappearing of 
parts of macular targets on slides in the major 
amblyoscope. Parts of the picture come and go as 
the child continues to watch it. 

Crossed dominance is defined as the presence 
of a dominant eye on the side opposite the domi- 
nant hand, either right-handed and left-eyed, or 
left-handed and right-eyed. This may be tested 
by the simple procedure of finding the sighting 
eye or by the more extensive test in the Keystone 
series. 

Convergence insufficiency has herein been con- 
sidered in stricter terms than those usually ac- 
cepted. By convergence insufficiency is meant the 
inability of the child to bring his convergence to 
at least 5 cm. from his nose and maintain it for 
several seconds. 

Crossed dominance was observed in 32 chil- 
dren. Alternating intermittent macular suppres- 
sion was present in 92 of the children. Conver- 
gence insufficiency was noted in 68 children. 
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These figures indicate that some children had 
more than one of the three findings, and indeed, 
72 had two abnormalities and 16 had all three. 

Crossed dominance has been reported to occur 
in 20 per cent of the general population. In a 
random survey of 92 school children that my tech- 
nician and I conducted, alternating intermittent 
macular suppression was present in some degree 
in 60 per cent and of moderate to pronounced de- 
gree in 40 per cent, as compared to its incidence 
of 92 per cent in the present study. Convergence 
insufficiency was present in 23 per cent of the 92 
school children, as compared to 68 per cent in the 
present series. 

Treatment 


Convergence insufficiency is treated with the 
usual exercises of stimulation of the near point 
vergence movements, of controlled fixation and 
diplopia exercises at near, and of bar reading. 

Crossed dominance is treated by constant and 
prolonged occlusion of the currently dominant 
eye in order to switch dominance to the eye on 
the side of the dominant hand. This process re- 
quires from three to 12 months. When a mixed 
hand dominance is present, the eye on the side 
opposite that with which the child chooses to 
write is occluded. 

Alternating intermittent macular suppression 
is treated by constant occlusion of the nondomi- 
nant eye, or the eye desired to be made nondomi- 
nant, and fusional training on a major amblyo- 
scope. It usually takes at least three months to 
overcome the suppression. In some cases in the 
series when a lapse in treatment occurred, the 
suppression reappeared, but responded rather 
quickly to reinstituted treatment. 

The behavior problems also require treatment. 
Whenever possible, we have tried to uncover 
the causes of trouble and help parents correct 
them. Tranquilizers (Compazine Spansules 10 
or 15 mg. each morning) were prescribed for 40 
of the 100 children. 

Whenever a child was as much as one year 
behind in his reading level, special tutoring was 
recommended. 

It is interesting to speculate on the probable 
outcome of untreated cases. It is certain that 
some persons retain this suppression all their life 
because often we find that the child’s mother will 
relate her story of childhood reading problems 
that duplicate those of her child now under treat- 
ment. When tested, these mothers exhibit the 
typical findings. They often tell us that they 
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h: e never enjoyed reading and now read little 
ex ept the daily newspaper. 


Results 


The minimum follow-up period on these 100 
ch idren has not yet been long enough to permit 
st.tements of fact about lasting results, but some 
efi-cts have already become apparent to us: 


1. The great majority of these children im- 
proved their school grades within the first 
six weeks of treatment. 

2. Whenever the child did not successfully 
wear the occlusion, improvement was slight 
or absent. 

3. Many school teachers telephoned to report 
dramatic changes in the progress and be- 
havior of a child under treatment. Often 
reading ability improved within a few days 
while the patch was worn. In several in- 
stances we had the child omit the patch 
for a few days, then wear it again. Teach- 
ers and parents both noticed a concomi- 
tant change in the ease of reading on the 
part of the child. 


It is proper to question the validity of these 
explanations of retarded reading and the inter- 
pretation of the results. The very act of focusing 
attention on the problem may have served as a 
stimulus on the part of the child to try harder 
in his school work. The use of tranquilizers alone 
may be helpful; we have not investigated this 
possibility fully. 

An attempt was made to find a rapid screen- 
ing procedure that would indicate which children 
in a given school class had these eye and reading 
problems. We screened 92 children; 45 in the fifth 
grade and 47 in the third grade. The near point 
of convergence was measured, a screen and cover 
test was made to eliminate tropias and large 
phorias, and finally, a rapid estimation of suppres- 
sion was made on the major amblyoscope. Sup- 
pression was graded 1, 2, or 3 plus. The children 
were then listed in high, average or low reading 
groups, and the findings were compared. There 
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was a complete lack of correlation between the 
degree of suppression and the reading group level. 


Conclusion 
The problem of the retarded reader is not 
wholly answered by the findings in this study, 
but at least some progress has been made. As a 
result, some children have been helped to develop 
better reading skills that should bring rewards in 
pleasure and achievement in their future. 
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Discussion 

Dr. Marion W. Hester, Lakeland: It is generally con- 
ceded that inadequate reading ability is responsible for 
the majority of school failures on all grade levels. If one 
accepts this hypothesis, it follows that it is proper to 
give a great deal of attention to creating reading skills 
in the earlier grades of school. 

Dr. Benton has suggested some eye conditions which 
can contribute to a child’s poor reading ability. With 
some of these mentioned conditions, it would be rather 
difficult to prove that they are the main cause of the 
child’s reading difficulty. As Dr. Benton states, “The very 
act of focusing attention on the problem may have 
served as a stimulus on the part of the child to try harder 
in his school work.” 

It has been found that by giving attention to a child’s 
reading problem with proper materials, guidance and 
practice, almost any child’s reading ability can be vastly 
improved. I would like to recommend for your considera- 
tion some materials designed for this purpose. 

“Practice Readers” by the Webster Publishing Com- 
pany consists of books for various grade levels. These 
contain scientifically constructed and highly interesting 
exercises for diagnosis and effective instruction to improve 
seven different specific skills in study reading. These in- 
clude comprehension of (1) direct details, (2) implied 
details, (3) meaning of the whole, and (4) correctness of 
statements in relation to the selection. 

“Reading Skilltexts” for various levels by the Charles 
E. Merrill Company of Columbus, Ohio uses five reading 
skills: (1) understanding ideas, (2) interpreting ideas, (3) 
organizing ideas, (4) understanding word meanings, and 
(5) studying words. This company claims that intensive 
work with “Reading Skilltexts” the first few weeks of 
school will make pupils proficient in the reading skills 
necessary to achieve success throughout the school year. 
I have found this to be true in many instances. 

The Reader’s Digest Association also publishes “Read- 
ing Skill Builder Books” for children at different levels. 
These are attractive and interesting to children and im- 
prove reading ability in much the same manner as do the 
other described reading skill builders 
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Common Foot Problems and Their Treatment 


The treatment of common foot problems has 
been seriously neglected by all medical schools 
throughout the country. Unfortunately, more and 
more emphasis is being placed on major surgical 
procedures than on minor procedures such as 
painful feet, and yet there are as many people 
having trouble with them as with their eyes. One 
does not have to look very far to notice the num- 
ber of people in our modern civilization who are 
wearing glasses. 

The lack of interest in the treatment of foot 
problems probably originates from the inadequate 
training of the medical student so that he has no 
interest or very little understanding of what 
constitutes a good problem and what is the treat- 
ment of this problem. 


Physiology of Walking 


Although all of us walk a good part of each 
day of our life, the mechanics of walking are not 
commonly understood any more than the average 
physician understands the true mechanism of res- 
piration, in spite of the fact that under ordinary 
circumstances breathing is done 10 to 20 times 
every minute of his life. 

When a person walks, the first part of the 
foot to strike the ground is the soft tissue on the 
plantar surface of the os calcis (fig. 1A). As the 
weight comes forward, the weight is then transfer- 
red to the metatarsal area of the forefoot (fig. 
1B). 

At this stage of walking, the foot is in a 
minimal amount of supination. As the weight is 
transmitted to the front portion of the foot, it 
is then rapidly transmitted across the transverse 
arch to the head of the first metatarsal (fig. 2). 

When the entire metatarsal area is in contact 
with the ground, the weight distribution in this 
area is in the relationship as shown in figure 3. 
The first metatarsal head carries two sixths of 
the total body weight while each of the other 
four metatarsal heads carries one sixth of the 
total body weight. This is true under normal 
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weight distribution when there are no displace- 
ments of the metatarsal heads. 

As the weight comes forward, the propulsion 
power in walking is exerted by the large toe. It 
is the propulsion power that gives us the spring 
in walking. This is produced by the forced plantar 
flexion of the large toe. 


It is a lack of understanding of this propulsion 
power of the large toe that leads to many types 
of bunion operations that are harmful. Any type 
of operation of the large toe area that interferes 
with the walking mechanism of the large toe 
contributes a surgical disability to the patient. 
For this reason, resection of the head of the first 
metatarsal to shorten it, such as is done in the 
Mayo operation, or the removal of the proximal 
half of the proximal phalanx of the large toe, such 
as is performed in the Keller operation, produces 
impairment in propulsion power and therefore a 
loss of the spring of walking. There is no question 
that under certain circumstances the Keller opera- 
tion is definitely indicated, and that is when a 
hallux rigidus exists. 


A great deal of research work has been done 
on the amount of weight that is borne on the 
metatarsal head under normal cirumstances. This 
is subject to a great deal of controversy, but to 
the best of my knowledge, as described previ- 
ously, the distribution of weight is in the ratio 
of 21111, the greatest portion of the weight being 
on the first metatarsal head. Very frequently a 
falling of the transverse arch produces pain and 
discomfort to the patient because of abnormal 
weight bearing, and in some instances there is 
actual pinching of the intradigital nerve. There is 
a secondary involvement of the skin with callous 
formation as a result of abnormal weight bearing. 
The simple inspection of the plantar surface of 
the foot shows whether or not abnormal weight 
bearing is present, and nature shows us exactly 
where the abnormal weight bearing is. When the 
person has a fallen transverse arch, the distribu- 
tion of weight may shift considerably. For exam- 
ple, the weight bearing may be in the relationship 
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2ads carrying two sixths of the total body weight 
a each head; therefore, two thirds of the body 
eight is being carried on the second and third 
ietatarsal heads (fig. 4). A callus rapidly forms 
a this area. 


Women’s Footwear 


It is common knowledge that more women 
nave trouble with their feet than men. Not very 
iong ago a colleague of mine asked me about how 
many bunion operations I had performed on male 
patients in the last five years. I was somewhat 
embarrassed when I realized that I could not 
recall a male patient who had had a bunion 
operation, but I could recall dozens and dozens 
of women patients upon whom I had performed 
bunion operations in the last five years. There 
is a reason for this difference. 

The present style of women’s footwear has a 
very high heel somewhere between 3 and 4 inches 
in height with pronounced pointed toes. When a 
woman gets on high heels, most of her body 
weight is transmitted to the metatarsal head (fig. 
5), instead of being primarily borne on the os 
calcis area. In addition to this body weight being 
in an abnormal location of the foot, the toes and 
the front portion of the foot are jammed into a 
wedge-shaped pointed toe of the shoe. The large 
toe because of its size has seniority, and therefore 
occupies the medial half of the toe of the shoe. 
The cther four toes have to be squeezed and 
overlap one another as best they can, and in- 
variably the fifth toe develops calluses, becomes 
distorted in shape, and overlaps the fourth toe 
(fig. 6). The second, third and fourth toes over- 
lap and squeeze one another into the most grotes- 
que disfigurations. It must be accepted by the 
treating physician that he is not going to change 
women’s styles, and therefore he must go along 
and do the best he can with the present styling 
of women’s shoes. 


Paraphernalia for Foot Examination 


If one is going to treat certain foot problems, 
he must by necessity have certain equipment. 
Since most of the foot problems start with im- 
proper shoes, one must have a measuring device to 
determine the length and width of a properly fit- 
ting shoe. The one device which has been most 
suitable in my experience is called the Brannock 
Device, which is used by many shoe salesmen. 
This gives the heel to ball and heel to toe 
measurement, and also the width of the foot. The 
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Fig. 1.— Schematic lateral view of the foot. A. 
Soft tissues over the os calcis that, in walking, first 
come in contact with the ground, B. Metatarsal area 
which comes in contact with the ground when the 
weight is shifted to the forefoot. 





Fig. 2.— Plantar surface of foot showing the most 
important points of ground contact in walking. After 
the heel strikes the ground and the weight is shifted 
forward, the weight is then brought to bear on the 
head of the fifth metatarsal. From there the weight 
is shifted to the head of the first metatarsal. The push- 
off power or spring in the step is produced by the plan- 
tar flexion of the large toe. 





Fig. 3.—The normal weight distribution to the 
metatarsal area is shown on this drawing. One third 
of the total weight is borne by the first metatarsal head. 
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Fig. 4. — Abnormal weight bearing causes the great- 
est portion of the weight to be carried on the heads of 
the second and third metatarsals. A resulting callus 
occurs in this area, illustrated by the shaded part in 
the drawing. 














Fig. 5. — The present style in women’s shoes throws 
the majority of the total body weight on the metatarsal 
heads. This is an area which was never intended by 
nature to carry all this weight. It causes a breakdown 
of the metatarsal arch. 





Fig. 6. — The pointed toes of modern women’s foot- 
wear pinch the toes together, producing grotesque de- 
formities and many abnormal pressure points. 
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most important measurement is the heel to ball 
measurement. This is the essential part of the 
weight-bearing portion of the foot, and in persons 
who have long or short toes the over-all measure- 
ment may vary considerably from the heel to 
ball measurement. When there is a discrepancy 
between the two, the heel to ball measurement is 
the one of critical importance and this is the 
size shoe that the patient should wear. Invariably, 
especially in women, the shoes are much narrower 
than the measurement on the Brannock Device. 
Here it requires the judgment and skill of a 
Socrates to inform a woman that she should wear 
a wider shoe, and fortunate is the doctor who has 
the “know-how” to convince women of this fact. 

Ability to get weight-bearing foot imprints 
must be available in order to determine points 
of excessive pressure on the plantar surface, and 
also the contour of the longitudinal arches. I have 
tried many methods. The device which I am 
using at the present time is the one made by 
Scholl’s Manufacturing Company. It has a sheet 
of paper with which an inking pad comes in con- 
tact. Over this there is a rubber sheet upon which 
the patient puts his foot. The patient stands on 
this rubber-covered pad, and this in turn trans- 
mits an imprint on the underlying paper. It shows 
the longitudinal arches and from the intensity of 
the inking on the pad one can determine where 
the points of maximum pressure are. This pedi- 
graph is shown in figure 7. 


If one does not desire to use this pad, other 
methods are available. A solution made of tincture 
of ferric chloride, 50 per cent, alcohol, 45 per cent, 
and glycerin, 5 per cent, can be put into a 2 ounce 
bottle and applied on the plantar surface of the 
foot with a 1 inch brush. The patient then steps 
on plain white paper. This method leaves an 
orange type imprint on the white paper which is 
permanent. It has one disadvantage, however, that 
tincture of ferric chloride does not come off with 
soap and water and has to be removed by alcohol. 
Another method which I have used for some time 
is the use of orange litmus type paper which is 
made by the Kleistone Rubber Company of War- 
ren, R. I. It requires the application of a saturated 
solution of sodium bicarbonate to the plantar 
surface of the foot with a 1 inch brush. The 
patient then steps on the litmus paper and this 
leaves a permanent imprint. The use of a teaspoon 
of baking soda in a 4 ounce bottle of plain water 
is all that is neccessary, and this should be shaken 
each time before use in order to get the solution 
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i a saturated state. It leaves no staining on the 
; :ntar surface of the foot that has to be removed. 
Many foot problems require instructions on 
w to do foot exercises in order to strengthen the 
rinsic muscles of the foot. It is very time-con- 
s-ming for the attending doctor to instruct the 
»2tient how to do the foot exercises, and very 
frequently half of them are forgotten by the 
yatient before he gets home and some of the 
others are not done properly when they are 
executed. A number of years ago the Walk-Over 
Shoe Company put out a very fine booklet with 
tiie instructions on foot exercises and has been 
kind enough to send me a supply over the years, 
with a nominal charge. A booklet is given to the 
patient when indicated. Further discussion will 
be given later as to the use and indications for 
foot exercises. 
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Children’s Foot Problems 


Practically all foot deformities in infants can 
be corrected if treated early. Clubfoot and meta- 
tarsus primus varus should be treated as soon as 
diagnosed, within a few days after birth. All 
clubfeet are best treated on diagnosis. Experience 
shows that the earlier the treatment is instituted 
the more rapidly will the recovery take place and 
the end results are far better. Neglected clubfeet 
sometimes lead to complications and future surgi- 
cal measures which are usually avoidable. The 
exact treatment of these conditions is beyond the 
scope of this article. 

A common problem in children is the toeing 
in of one or both extremities. This is invariably 
due to muscle imbalance. The treatment is quite 
simple. The parents are instructed to rotate the 
feet externally 25 times after each nap and the 
first thing in the morning when the child awakens. 
In cases that are persistent the use of the Dennis- 
Browne splints (fig. 8) with a cross bar and the 
attached shoes is very useful. The affected foot 
or feet are treated by gradual external rotation 
of the ratchet on the brace so that the foot is 
held in progressive external rotation. Usually in 
a matter of several months this deformity can be 
easily corrected with no residual bad results. 

When the child is up walking, it is important 
that he wear a rigid shank shoe and have a three- 
sixteenths inch wedge on the outer border of the 
sole so that in walking the foot will be constantly 
turned outward by the wedge and the superim- 
posed body weight. 

Toeing out presents another problem. It is 
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Fig. 7.— Scholl’s pedigraph. This ingenious device 
uses the principle of an inking pad without soiling the 
foot. Abnormal pressure areas appear as darker spots. 
This is an excellent method of taking foot imprints. 





Fig. 8. — Dennis-Browne splint with eversion of the 
feet, used for children who toe in. This splint with 
the attached shoes is used during the child’s sleeping 
periods. 





Fig. 9. — Dennis-Browne splint with inversion of the 
feet, used for children who toe out. This splint with 
attached shoes is used during the child’s sleeping 


periods, 


important that all children who have a toeing 
out deformity, especially infants, have a roent- 
genogram taken of the hips in both the antero- 
posterior and frog position to rule out the pos- 
sibility of a dislocation or a subluxation of the 
hip. It this exists, it must be treated immediately; 
otherwise, further difficulties arise with the for- 
mation of the acetabulum. 

Everyone is acquainted with the fact that the 
physical findings of a congenital dislocation of a 
hip are easily recognized if one simply remembers 
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that the condition can exist. The following list 
presents the pertinent physical findings: 

1. The leg is shorter and in external rotation 
on the affected side. 

2. The groin crease and the gluteal crease 
on the affected side are higher than on 
the unaffected side. 

3. If the knees are flexed and the feet are 
placed flat on the examining table, the 
knee on the affected side is lower than 
the one on the unaffected side because 
of the posterior displacement of the 
head of the femur. 

4. External rotation is restricted on the 
affected side compared to the unaf- 
fected side. 


If no congenital hip dislocation or dysplasia 
of the hip exists, then the condition is due to 
muscle imbalance. The parents are instructed to 
turn the feet in 25 times, three to four times a 
day. In cases that are moderate to severe in 
nature, the patients should be treated by the use 
of Dennis-Browne splints but with the feet turned 
in inversion (fig. 9). 

When these children are up walking they 
should be fitted with high shoes with a rigid 
shank, and although it may seem paradoxical, the 
three-sixteenths inch wedge should be on the inner 
border of the soles so that in walking there is 
a constant dynamic force that turns the foot in, 
into the corrected position. 

Another complication that one sees in children 
is the adduction deformities of the large toe or 
the hallux primus varus. In cases that are seen in 
infancy it is best that they be manipulated and 
placed in a plaster cast extending from the tip of 
the toes to the groin with the knee at right 
angle, and the ankle at right angle, with the wide 
abduction of the forefoot. When the correction 
has been attained, or if the child has a mild 
adduction of the large toe, then the use of pigeon 
toe shoes is advisable. This type of shoe causes 
an abduction of the forefoot and also has a wedge 
of three-sixteenths of an inch on the outer border 
of the sole. 

Most children’s problems can be solved readily 
if recognized and treated early. It is a common 
mistake for the parents and the doctor to say that 
the child will outgrow the deformity. 

A common, unrecognized fact is that all chil- 
dren have flat feet until they are old enough to be 
up and about. Until then they have not had an 
opportunity of wearing down the fat pad that 
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nature has placed on the plantar surface. In- 
variably a mother will bring a child in and state 
that the child’s feet are flat and that her husband 
has flat feet and she desires to have something 
done about it. We know that children with this 
problem will get well spontaneously, by the use 
of a small longitudinal arch of both feet. This 
will quiet the mother, will help in the correction 
of the problem and in the final analysis will 
cover the doctor with, perhaps, undeserved glory. 


Corns and Calluses 


A corn or callus is the result of abnormal 
weight bearing. The callus itself is a thickening of 
the epidermis, and it is my belief that a corn is 
simply the further progression of this callous 
formation with a thickened skin and epidermis 
that runs deeper into the tissues and has what 
appears to be a core. 

In the treatment of calluses and corns the 
usual problem is tight shoes, or abnormal weight 
bearing, such as in the metatarsal area. This must 
be first corrected; otherwise, the condition will 
recur regardless of what other form of treatment 
is rendered. 

It has been found that the local application 
of 10 per cent salicylic acid in flexible collodion 
every night to the callus is very beneficial in its 
removal. The following evening the foot should 
be soaked in hot water for about 15 minutes. 
Some of the callus will come off spontaneously 
after each soaking. 

The use of a cuticle cutter, such as used in 
trimming the finger cuticle, or a very sharp thin 
knife or a razor blade is advantageous in trimming 
down the callus, if it is thick. 

Under this regimen calluses and corns can be 
taken care of. 


Fallen Arches 

Everyone recognizes the fact that there are 
two arches in the foot, a longitudinal and a 
transverse arch. 

It is axiomatic to state that a painless flat 
foot should be left alone. It is only when the flat 
foot gives rise to symptoms that it should be 
treated. 

The usual etiological causes for flat feet are 
the following: 


1. Obesity. 
2. Poor walking position with the foot in 
external rotation. 
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5. Occupations in which the patient must 
be on his feet for long periods of time, 
such as those of postman, policeman or 
waiter. 

4. Cement pavement upon which persons 
have to stand for long periods of time 
during their occupations, such as sales- 
men and those who work at machines. 


Sometimes there is an element of simple weak- 
noss of the longitudinal structures, and the cal- 
caneovalgus position of the heel is a very common 
etiological cause for flat feet, especially in young 
people. 

The treatment of the longitudinal foot problem 
depends on the degree of the pathologic change. 

If the etiological cause is overweight, this 
must be corrected. If the etiological cause is 
occupation, it is not always easy to change the 
occupation, and one will have to take steps to 
help the feet counteract this occupational stress. 

If the heel is in a calcaneovalgus position, 
the use of a Thomas heel, which is about half 
an inch longer on the medial border than the 
lateral border, is advantageous. The use of a 
wedge on the medial border of the heel about 
one-eighth or three-sixteenths of an inch will get 
the calcaneovalgus position into a more normal 
one. 

The use of longitudinal pads is important. 
They should be placed so as to relieve the patient 
of his discomfort and they should be built up only 
to the extent that is necessary to relieve the symp- 
toms. The height of the pad is not as important 
as the symptomatology. Commercial pads are 
available that are made out of sponge rubber and 
leather and these are the ones that I recommend. 
They can be purchased through many supply 
houses throughout the country, but the ones that 
I have used for years are made by the Kleistone 
Rubber Company. 

Construction of the shoe is important. Persons 
who are overweight and who break down shoes 
readily should have special shoes with a rigid 
shank, giving them rigidity. A long counter, which 
is a fiber type of reinforcement between the 
leather layers on the inner or medial border of 
the shoe, gives additional support, and the patient 
cannot break down the shoe readily. The breaking 
down happens all too frequently in overweight 
persons, especially those of advanced ages. 

Exercises are important. This is especially true 
in young people. The booklet which has been 
recommended, published by the Walk-Over Shoe 
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Company, serves this purpose very well. The 
exercises should be done every night before going 
to bed, for a period varying from five to 10 
minutes depending on the degree of the path- 
ologic change and the cooperation of the patient. 
The three principal exercises which are recom- 
mended are: 


1. The coming up on the toes on the 
count of the one, the coming down on 
the lateral aspect of the foot and 
curling the toes in on the count of two 
and the placing of the foot in the 
normal position at the count of three. 
This is done rhythmically 25 to 30 
times each evening. 


2. Walking on the lateral aspect of both 
soles with the toes curled under. This 
places the heel in a marked calcaneo- 
varus position. It is recommended that 
the patient walk the length of the bed- 
room, 15 times each evening. 


3. Improvement of the function of the 
short flexors and the plantar structures 
of the foot by exercising the toes in the 
flexion position over the end of a large 
book. The exercise of trying to pick up 
a handkerchief or marbles or a pencil 
with the bare feet. This is achieved 
quite readily in children, but is quite 
difficult for older persons to do. 


The treatment of the fallen transverse arch 
is not too difficult when one realizes, as stated, 
that the distribution of the weight over the meta- 
tarsal heads is most important. Nature has been 
very kind in producing a callus where there is 
too much weight, and if the examining doctor will 
simply examine the bottom of the foot, he can see 
where the abnormal weight is being borne. The 
callus must be treated locally by the use of 10 
per cent salicylic acid in flexible collodion and 
by trimming the calluses each evening, as stated 
previously. A properly fitting pad should then be 
inserted into the shoe under the metatarsal region. 
Insertion cannot be done by guess work. It must 
be done accurately. The measurement is made 
from the back of the callus to the back of the 
heel, and then this exact measurement is placed 
into the shoe. The metatarsal pad is then inserted 
accurately in this area, usually starting with the 
low metatarsal pad. The pad is increased in size 
until the. patient is free of symptoms. Usually 
the pad will feel strange for a matter of a week 
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or 10 days. The patient should be so informed. 
If his symptoms are not relieved, then a larger 
pad should be placed in the shoe until he is 
comfortable. Once the patient is comfortable, no 
further change in the pad should be made. 

In my opinion one is better off with a pad 
that is glued into the shoe and stays in a fixed 
position rather than with one that can be moved 
from one shoe to the other, and never in quite the 
same position. 

When a metatarsal pad is used, it is necessary 
that the patient have a closed heel and closed 
toe shoe; otherwise, it probably will be unsuc- 
cessful. It is very difficult to put a metatarsal pad 
in a shoe and have it work successfully if the 
shoe has a high heel with an open toe. For this 
reason when metatarsal pads are inserted, it is 
best that the patient wear a Cuban heel or a 
nurse’s shoe with a heel that is not higher than 
1 inch or 1% inches in height. 


Painful Heels 


Very commonly patients complain of pain and 
discomfort in the heel. Surprisingly few have a 
calcaneal spur. This can be best diagnosed by a 
lateral roentgenogram. If the calcaneal spur is 
present, it is sometimes necessary to remove it 
surgically if conservative management has failed. 
The conservative management will be described 
shortly. 

Many persons have a bursitis over the os 
calcis that gives them this pain, and it is im- 
portant that the pressure be relieved from this 
area. Some medication should be given by mouth 
to reduce the inflammation in this area, which 
some believe represents pathologic change similar 
to that observed about rheumatoid joints. 

The insertion of heel pads with a circular 
opening in the center or the use of half moon heel 
pads so that the pressure is sustained on the 
periphery rather than on the center is very worth 
while. The use of different size heels in several 
pairs of shoes is worth trying. The patient should 
have one pair of shoes with heels one-half inch 
higher than the standard height. On alternating 
days the shoes are changed with the regular shoes 
so that the weight is never quite in the same 
place in the heel on two consecutive days. If the 
patient feels better with one pair than the other, 
then he’ should wear the shoe with the heel height 
that gives him the most relief. 

The soaking of the feet each night in hot water 
with a level tablespoon of Epsom salts to a gallon 
of water seems to give relief to many of these 
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patients. The application of analgesic balm local- 
ly after the hot soaks is recommended. 

Some form of salicylate seems to help these 
patients, and the one that I use is commercially 
prepared Pabalate. Other forms of salicylate 
therapy, I am sure, are equally as good. Under 
this regimen the majority of the patients are 
cured of their painful heels. 

In persons who have calcaneal spurs, the 
removal of the spur surgically is indicated only 
after conservative management has failed. It is 
a well recognized surgical fact that if the pressure 
is kept off the spur for a while, nature will 
lay down a very thick fibrous mass around this 
calcaneal spur and in many cases the patient be- 
comes symptom-free. 

It is symptomatology and not the roentgen 
findings that determine whether or not a patient 
should have an operation. 

Foot Problems That Require Surgical 
Correction 

The surgical correction of certain foot prob- 
lems should be delegated only to a surgeon 
who is trained in this particular field. Suffice it 
to state that such conditions as hammer toes, 
bunions, bunionettes, and hallux rigidus are def- 
inite surgical entities and can be cured success- 
fully by surgical measures. The details on the 
surgical procedures will not be discussed in this 
paper as they are beyond the scope of this dis- 
cussion. They take one far afield from the 
material which is available or should be used by 
one who has not been trained in this particular 
form of orthopedic surgery. The erroneous belief 
of many of the laity that bunion operations are 
not successful or beneficial is not justified. One 
cannot help but think that in some instances their 
reaction is correct, because in the past some of 
the bunion operations were harmful. They de- 
stroyed the relationship of weight bearing to the 
metatarsal arch and the propulsion power of the 
large toe as described previously in this article. 

Suffice it to say that everyone should rec- 
ognize the fact that surgical correction of foot 
problems can be made very skillfully and with 
excellent results. Should a general practitioner 
be presented with such a problem, then his only 
decision should be one of referral. The patient 
should be sent to a surgeon who does this par- 
ticular type of work. I am sure that in every 
community there are men who are capable of 
performing this type of surgery very skillfully. 


104 South Michigan Boulevard. 
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ABSTRACTS 








The Use of Radioisotopes in the Clinical 

‘udy of Renal Function. By Julian D. Boyd, 

_.D., Leslie A. Morgan, M.D., and Alvin Blum, 
S. South. M. J. 52:1-6 (Jan.) 1959. 

The authors present a new method of deter- 
iaining renal function which offers interesting 
potential uses in the study of renal physiology and 
of renal disease. Their report is designed to show 
the types of curves or radiorenograms which have 
been obtained from patients with a variety of 
different renal abnormalities, as contrasted with 
those from patients with normally functioning 
kidneys, and to indicate briefly the manner in 
which the radiorenogram is to be interpreted. 
They describe the study of renal function through 
radioisotope technics by means of [131 tagged 
Diodrast and present typical radiorenograms in 
health and disease. It is their conclusion that 
the simplicity, speed, safety and definitive nature 
of results of the test recommend its employment 
as a screening agency and as a supplement to 
other tests for renal function now commonly em- 
ployed. 


Malignant Melanoma. By Frederick H. 
Bowen, M.D. and Robert A. Walton, B.A. Tr. 
South. S. A. 71:364-371, 1959. 

Cancer has caused 26,922 deaths in Florida 
during the last five years. Malignant melanoma 
has accounted for 223, or 0.83 per cent of these. 
Of the 3,899 malignant lesions listed in the Tumor 
Registry at the Duval Medical Center, 0.83 per 
cent are melanomas. Negroes accounted for 56 
per cent of these lesions and 31 per cent of the 
melanomas. White females were represented in 22 
per cent of the total malignant lesions and 47 per 
cent of the melanomas. The mean age of onset was 
60 years. The average size of the lesion when 
first diagnosed was 2.4 cm. The average lapse in 
time from onset of symptoms to seeking medical 
treatment was five months with no correlation be- 
tween this period and the stage of the disease 
when first diagnosed. 

As expected, the mean survival time (M.S.T.) 
was related to the stage of the disease at initial 
diagnosis: Localized involvement, 53 months M. 
S. T. with 30 per cent five year survivals; regional 
involvement, 15 months M.S.T. with 10 per 


cent five year survivals; and remote metastasis, 
9.5 months M.S.T. with no five year survivals. 

A pre-existing mole was reported at the site 
of the lesion in 53 per cent of thé cases. Wide 
local excision with lymph node dissection for lo- 
calized lesions gave a M.S.T. of 84 months, com- 
pared to 56 months for local excision alone. In 
continuity lymph node dissection when regional 
involvement was present offered 21 months M.S.T. 
in contrast to five months M.S.T. for local excis- 
ion and lymph node dissection not in continuity. 

Of interest were two cases treated by irradia- 
tion followed by surgery with a M.S.T. of 141 
months. Since these cases seem to support, some- 
what, Dickson’s cases at Johns Hopkins, it is 
thought that use of irradiation in conjunction with 
surgery may deserve more investigation. 

A review of the literature as to accuracy of 
diagnosis of melanoma was made, and the com- 
bined works of Becker, McMullan and Hubener, 
Swerdlow, and Bowen and Walton show that of 
341 clinically diagnosed malignant melanomas, 
histologic agreement was made in only 39 per 
cent; and in 296 histologically proved cases, only 
49 per cent were clinically suggested as malignant 
melanoma. 


Simple Repair of Eyelid Margin Defects. 
By D. Ralph Millard, Jr., M.D. Am. J. Ophth. 
46:386-389 (Sept.) 1958. 

The author has devised a technique for re- 
moval of lid-margin tumors which is free of the 
objections associated with the traditional halving 
procedure. His method, consisting of vertical 
mucomuscular closure and horizontal skin closure, 
is here described. This method has been found 
effective in both upper and lower lids in margin 
excisions sacrificing as much as one third. If one 
half of the lid requires excision, then a cantho- 
plasty will be necessary to allow the vertical 
mucomuscular closure. No ectropion, depres- 
sion, or notching has been noted and, after a few 
weeks, it is difficult to find evidence of the oper- 
ation. Although this technique is applicable to 
patients of all ages, it has its greatest usefulness 
in the aged, in whom malignant eyelid lesions are 
more common and in whom there are laxity, skin 
in abundance and wrinkles. 








The New Frontier Versus the Old 


While the present administration glosses and buffs the socialistic articles first 
introduced to the American scene by the New Deal promoters of government pater- 
nalism and handout, many of us can recall from experience or from schooling the 


monumental virtues of the old frontier, from 1620 to 1932, that contributed to this Ja 
country’s greatness. The New Frontier with a young head and a professorial body is Ct 
already in labor, attempting to give birth to a litter of throwbacks. Such atavism can Ki 
mislead us only further into the socialistic swamp in the center of a welfare state. WwW 

TE 


Have we become a nation of lemmings, rushing impulsively into a sea of sub- 
serviency to a superstate? Are the majority of our citizens completely convinced that 
the federal government can do a better job of providing such things as education of “ 
our children, medical care for all, slum clearance and the like? Can we, therefore, 
shortly anticipate a Federal Board of Education, a Federal Welfare Board, a Federal 
Urban Renewal Board? 

What happened to the traits of rugged individualism and independent thinking 
that were responsible for the establishment in the old frontier of schools, colleges 
and hospitals, and for communities and churches taking care of their own unfortunate 
members? In those days, when a man’s income was limited only by his capacity for 





work and ambition, back before a penalty was placed on effort and initiative, each = 
American valued his self respect and his neighbor’s esteem too highly to permit cu 
others to do for him what he was perfectly able to do for himself. This attitude ap- an 
plied to communities and states of the Union as well. In a government that is highly br 
organized with bureaus upon bureaus, in a government that taxes so that it may i 
spend and control, in a government that is a big brother to labor and restrictive : 
to big business, it was inevitable that a decline in moral values would occur. The oe 
selfishness of the “I’m gonna get my share” attitude was only the beginning. It has by 
fostered myriad forms of dishonesty from tax evasion to rigging of quiz shows and th 
contract bidding, from juvenile delinquency to neglect of elderly parents, from “ny 
robbing poor boxes to stealing ballot boxes. Honesty has become passé and sincerity in 
is old hat. Real charity is questioned as to what is the gimmick, and the true patriot 

is suspected of ulterior motives. 

The Fifth Amendment may have a proper place for protection under law. The ™ 
Sixteenth Amendment has none. It has compounded our problems and made us a ” 
nation of alms seekers. Let the states collect even a portion of the taxes that go into tic 
the hands of the bureaucracy that is Washington, and they will do a better job, more eff 
efficiently patterned to their own needs in many of the fields being usurped by Uncle ro 
Sugar formerly considered reserved to the states as their rights, duties and functions. is 
The values of the old frontier are gone but not forgotten. 

' ; ; on 

I am fed up to here with the New Frontier. 

be 
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Coffee at Bedtime for Angina Decubitus 


The ubiquitous coffee drinkers have gradually 
extended the hours in which they partake of their 
cups of “Java” by adding midmorning, luncheon, 
and afternoon coffee breaks to the time-honored 
breakfast and after dinner cups. There are even 
many confirmed coffee drinkers who defy tradi- 
tion and advertisements for de-caffeinated coffee 
by imbibing a steaming hot cup at bedtime to help 
them sleep. (These are the same persons who 
“need” the same drink to wake them up the next 
morning.) 

A few of these bedtime coffee drinkers might 
well be advised against this custom: those whose 
rest is disturbed by frequent premature contrac- 
tions and those who must respond to the diuretic 
effect of caffeine by frequent trips to the bath- 
room. Most of the nocturnal coffee drinkers suffer 
no ill effects and would not follow suggestions to 
omit coffee after dinner. 

There is a small group of persons who often 
benefit from taking coffee at bedtime. These are 
the unfortunate sufferers from angina decubitus— 
the anginal pain that comes with the patient at 
rest. Although most patients suffering from angina 
decubitus will be found to have a myocardial in- 


farction, anemia, or some other acute condition, 
there are those who have no evident explanation. 
During the day they will have typical angina pec- 
toris on effort, but are comfortable at rest; yet 
when night comes, they awaken repeatedly with 
severe chest pain. Some will benefit from sleeping 
in a chair and others by prophylactic narcotics 
at bedtime. With an appreciable number the diffi- 
culty seems to be a progressive hypoxia secondary 
to slowing down of respirations during sleep, and 
these patients derive much relief from a small 
amount of coffee taken at intervals during the 
night. 

The use of bedtime coffee for prevention of 
angina decubitus is not only physiological, but 
has the great advantage of avoiding more pills 
and “shots” for persons who are usually elderly, 
often chronically ill, and are already taking a 
variety of medicines. Most will realize that the 
morning coffee makes them feel better and will 
regard half a cup at bedtime as sensible advice. 
For those who fear insomnia, caffeine may be giv- 
en in doses of 75 to 100 mg. in tablet or capsule 
form. 


J. MP. 


Opinions expressed in editorials or commentaries, when signed or initialed, are those of 
the author and not necessarily of The Journal or the Florida Medical Association. 
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Medical School Applicants 


Many articles have appeared in both the lay 
press and medical publications dealing with the 
knotty problems involved in producing doctors to 
care for the increasing population. Many of the 
problems involved are not the immediate concern 
of the practicing physician: establishment of new 
medical schools or expansion of existing schools, 
tapping new sources of financial aid, and shorten- 
ing the time involved in the over-all educational 
experience required to produce a physician. These 
problems are best left to medical educators. 

One problem in this field of medical educa- 
tion is most assuredly the immediate concern of 
the practicing physician: the encouragement of 
qualified high school and college students to enter 
medical school. Data available indicate a decline 
in both the quantity and quality of applicants for 
medical school. The reasons are numerous and 
well summarized by Perrin H. Long, whose edi- 
torial! is highly recommended reading. 

Dr. Long emphasizes that medicine as a career 
faces stiff competition from the engineering and 
allied fields which offer more scholarship aid, 


shorter years of study, and higher starting in- 
comes. But his greatest concern is that Medicine 
is fast losing its status as a “Learned Profession,” 
a status shared until recently by Theology and 
Law. Membership in one of these “Learned Pro- 
fessions” was highly prized, and those who 
achieved it comprised the intellectual community 
of each country. 

Dr. Long warns that by its orientation and 
practices Medicine is becoming regarded as a 
trade whose members are more concerned with the 
economics of medicine than the Art. He fears that 
the laity is losing faith in our aims, our code of 
etiquette, and our personal and professional ethics 
to the extent that the idealistic high school and 
college students are being repelled from becoming 
physicians. Let each of us do all in his power to 
restore our standing to that of a “Learned Pro- 
fession” and the able youngsters will once again 
be attracted to a career in Medicine. 


1. Long, P. H.: What Has Caused a Decline in Medical 
School Applicants? Medical Times 88:1221-1223 (Oct.) 1960. 


J. M.P. 





Eighty-Seventh Annual Meeting 
Miami Beach, May 25-28, 1961 


For its 1961 Annual Meeting the Florida 
Medical Association returns late next month to 
the greater Miami area for the sixteenth time. 
Miami Beach will be the host city, and the 
Americana Hotel in the Bal Harbour section will 
be the headquarters, as it was in 1958 and 1959. 
This famous resort hotel in the nation’s most 
fabulous resort city offers unique facilities to 
expedite the meeting and attract a record attend- 
ance in an ideal setting. The dates this year are 
May 25 to 28, somewhat later than usual. 

The approach as to schedule for this meeting 
is likewise unique, and the members of the Asso- 
ciation will wish to take particular note of the 
changes and plan accordingly. Registration will 
begin on Thursday, May 25, at 11 a.m. The first 
session of the House of Delegates will convene at 
1:30 on Thursday afternoon and the second ses- 


sion, beginning at 1:30 p.m. on Sunday, May 28, 
will conclude the meeting. Following the first 
session of the House of Delegates on Thursday, 
the annual Blue Shield meeting will take place 
at 3:30 p.m. Alumni and fraternity group meet- 
ings are planned for 6 p.m. 

The General Session is scheduled for Friday 
at 11:30 a.m. At this time Dr. Leo M. Wachtel, 
President, will present his special guest, the Hon. 
George A. Smathers, United States Senator from 
Florida, who will address the Association. 

Preceding the General Session on Friday, the 
First Scientific Assembly will open at 9 a.m. The 
Second Scientific Assembly will take place at 2 
p.m., and the Third Scientific Assembly will be 
held at 9 a.m. on Saturday, May 27. The essay- 
ists and their subjects were announced in the 
March Journal. The Assembly on Friday morn- 
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- will be devoted to diagnostic clinics on diges- 

2 diseases and cardiovascular diseases. In the 
‘ernoon six members of the Association will 
‘esent papers, and at the Saturday Assembly five 
tinguished guest lecturers will be heard. At 
és concluding scientific session there will also 
> a panel on “What Do You See as the Future 
reatment of Cancer?” 

Saturday afternoon and evening and Sunday 
morning, May 27 and 28, will be reserved for 
meetings of the various specialty groups. Some 
will hold luncheon meetings and some dinner 
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meetings on Saturday, and a number will hold 
sessions on both Saturday and Sunday. 


The Board of Past Presidents will have its 
usual breakfast meeting on Friday at 8 a.m. At 
noon on Saturday the Florida Medical Commit- 
tee for Better Government will meet in a lunch- 
eon session. At 4 p.m. on Sunday the Board of 
Governors will hold its postconvention meeting. 


The chief social event will be the President’s 
Reception. It will be held on Friday at 6:30 p.m. 
on the Starlite Patio. 





Florida Association of Blood Banks 
Fifteenth Annual Meeting 
Miami, May 5-7 


The Florida Association of Blood Banks will 
hold its fifteenth annual meeting at the DuPont 
Plaza Hotel in Miami on May 5, 6 and 7, 1961. 
The annual business meeting will be held on Fri- 
day evening, May 5, at 8:30, and on the following 
evening the annual banquet will take place at 
7:30. The excellent program, planned by Mrs. 
Dorothy C. Smith, President-Elect and chairman 
of the Program Committee, is as follows: 


FRIDAY, MAY 5, 1961 

4:00 p.m. Meeting of Representatives of Small 
Blood Banks, John A. Shively, M.D., 
Bradenton, presiding 

8:30p.m. Annual Business Meeting 


SATURDAY, MAY 6, 1961 
Lloyd R. Newhouser, M.D., President, presiding 
9:00- 9:15 Welcome Address 

Willard L. Fitzgerald, M.D., Presi- 


dent, Dade County Medical As- 
sociation 

9:15- 9:45 Pineapple, Papaya, Pancreas and 
Paradox 
Clifford I. Argall, Ph.D., Memphis, 
Tenn. 

9:45-10:15 Studies on the Immunology of 
Hemoglobin 


John B. Miale, M.D., Miami 
10:15-10:30 Discussion and view exhibits 
10:30-11:00 The Protective Action of ABO In- 

compatibility on Rh Hemolytic Dis- 

ease 

Philip Levine, M.D., Raritan, N. J. 


11:00-11:30 Medical-Legal Problems in Blood 
Banks 
Franklin J. Evans, M.D., Miami 
11:30-12:00 The Importance of Blood Bank 
Records 
Melba Olson, Minneapolis, Minn. 
12:00-12:15 Discussion and view exhibits 
Adjourn for lunch 
Mrs. Dorothy C. Smith, President-Elect, pre- 
siding 
2:00- 2:30 Community Blood Bank Promotion 
William Scheu, Jacksonville 
2:30- 3:00 What AABB Means to You! 
John R. Schenken, M.D., Omaha, 
Neb. 
3:00- 3:30 Exchange Transfusion in the Eryth- 
roblastotic Newborn—Physiological 
Basis and Principles 
Demetrius J. Traggis, M.D., Miami 
3:30- 3:45 Discussion and view exhibits 
3:45- 4:15 Donor Procurement for 
Transfusions 
Bernice Hemphill, San Francisco 
4:15- 4:45 The Finger in the Dike 
Clifford I. Argall, Ph.D., Memphis, 
Tenn. 
4:45- 5:00 Discussion and view exhibits 
7:30 Banquet 


SUNDAY, MAY 7, 1961 

9:00-10:00 Breakfast Meeting of New Board of 
Directors 

10:00-12:30 Roundtable discussion on Blood 
Bank Administration 

10:00-12:30 Technical Panel 


Massive 
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“Transparent Twins” Exhibit 
Featured at Florida State Fair 


“There'll be some head turning and eyebrow 
raising over some female forms exhibited at the 
Florida State Fair. But not shockingly, may we 
add hastily.” 

With these words, the Tampa Times began a 
feature article describing the American Medical 
Association’s new “Transparent Twins’ exhibit 
which was sponsored by the Florida Medical As- 
sociation and shown in the 1961 Florida State 
Fair held at Tampa February 7-18. A conserva- 
tive estimate puts the number of persons who saw 
the “Twins” at more than 21,000. 

Physicians of the Hillsborough County Medi- 
cal Association were present during the fair to 
answer questions and provide further explanations 
of the unique exhibit. Members of the Associa- 
ciation’s Woman’s Auxiliary provided assistance 
in staffing the exhibit and in directing the decora- 
tion of the attractive medical booth. 








Mrs. Maurice Haddad end 


One of the life size transparent models shows 
the major internal organs and circulatory system. 
The other demonstrates the skeletal and nervous 
systems. Each organ and system is illuminated 
individually and its functions explained in a 15 
minute self-contained tape recording. 


Some 50 chairs in the exhibit booth were kept 
filled with interested spectators during the 11 days 
of the fair. Thousands of pieces of literature, in- 
cluding the American Medical Association’s new 
booklet, ‘“‘The Cost of Medical Care,” were dis- 
tributed to the throngs visiting the exhibit. 


Two years in preparation, the “Transparent 
Twins” are the newest in a series of improved 
exhibits from the national medical organization. 
The Association’s outstanding exhibits in the State 
Fair have become an annually sought-after feature 
of the huge midwinter exposition. 





rs. Lawrence A. Ratchford (in background), members of the Woman’s Auxiliary 


to the Hillsborough County Medical Association, keep a watchful eye on crowds attending showing of American 
Medical Association’s ‘Transparent Twins” exhibit at Florida State Fair in Tampa. 
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Cooperation Sought 
In Maternal Death Study 


An analysis and a classification of all maternal 

aths in Florida have been undertaken by the 
mmittee on Maternal Welfare of the Florida 
» edical Association. Dr. James M. Ingram, of 
‘’ampa, Chairman, announced that the study be- 
in as of Jan. 1, 1961, but actual implementation 
/as not initiated until March because of the rou- 
tine delay of several months in the reporting and 
processing of official death certificates upon 
which the program depends for notification of 
deaths. 

The maternal death study was authorized by 
the Association’s House of Delegates in April 
1960. Florida is the last among the Southeastern 
states to establish such a program. 

The survey has two objectives: to determine 
as accurately as possible the factors responsible 
for each maternal death, and to make recom- 
mendations on a regional or statewide level aimed 
at eliminating preventable deaths. 

The Committee on Maternal Welfare points 
out that it has no authority or desire to censure. 
No ethical, professional or legal liability is im- 
posed upon any physicians by the Committee. In 
classifying deaths, the Committee frequently will 
utilize the state’s two medical schools and various 
individual physicians for consultative services. 

The Committee is notified of maternal deaths 
by the Bureau of Maternal and Child Health of 
the State Board of Health, which is cooperating 
in the program. A letter is then forwarded to the 
physician who signed the death certificate. En- 
closed with the letter is a questionnaire requesting 
certain details concerning the patient’s history, 
physical findings and management. If a consultant 
is listed, a similar letter is forwarded to him. 

The survey is conducted on an impersonal 
basis. As complete information is obtained in each 
case, all names are removed from the record. After 
analysis, the records are filed permanently by 
number with all identification eliminated. 

Prompt cooperation by all physicians is urgent- 
ly requested in helping this program accomplish 
its worthwhile and necessary objectives. The Com- 
mittee stresses that the ultimate purpose of the 
survey is the reduction of maternal deaths in 
Florida. To this end, the Committee solicits the 
help of all physicians and welcomes any questions 
or comments in regard to this important study. 
It is anticipated that the program will be conduct- 
ed on a continuing basis. 


~~ 
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Eleventh Annual Postgraduate Seminar 

Mount Sinai Hospital of Greater Miami 
Miami Beach, May 18-20 


The Eleventh Annual Postgraduate Seminar 
of the Mount Sinai Hospital of Greater Miami 
will be held at the Seville Hotel in Miami Beach 
on May 18-20, 1961. The registration fee is $20 
but interns and residents are registered without 
fee, upon presentation of identification. 

A notable feature of the program is the Round- 
table Discussion, an innovation this year, which 
will permit physicians in attendance to meet in 
smaller groups with the particular faculty member 
in whose subject they have a special interest. The 
faculty members and their papers are as follows: 
Gerson R. Biskind, M.D., Chief of Pathology, 
Mount Zion Hospital, San Francisco, Roundtable 
Discussion: “The Demonstration of Certain Ex- 
perimental Endocrine Neoplastic and Nutritional 
Inter-Relationships and Their Clinical Implica- 
tions,” Formal Lecture: “Steroid and Gonado- 
tropic Hormone Patterns in Certain Clinical Dis- 
orders,’ Panel: “Geriatrics; Harvey Blank, 
M.D., Professor and Chairman, Department of 
Dermatology, University of Miami School of 
Medicine and Jackson Memorial Hospital, Miami, 
Formal Lecture: “Systemic Chemotherapy of Fun- 
gus Infections;” Henry L. Bockus, M.D., Profes- 
sor Emeritus of Medicine, Graduate School Hospi- 
tal, University of Pennsylvania, Philadelphia, 
Formal Lecture: “Prognosis in Peptic Ulcer Dis- 
ease,” Panel: “Geriatrics;” James H. Ferguson, 
M.D., Professor and Chairman, Department of 
Obstetrics and Gynecology, University of Miami 
School of Medicine and Jackson Memorial Hospi- 
tal, Miami, Panel: Moderator, “Perinatal;” Wil- 
liam Dameshek, M.D., Director, Blood Research 
Laboratory, New England Medical Center, Bos- 
ton, Formal Lecture: “Systemic Lupus and Its 
Meaning,” Roundtable Discussion: “Auto-Im- 
mune Disorders,” Panel: “Perinatal,” and Leon 
Ginzberg, M.D., Director of Surgery, Beth Israel 
Hospital, New York, Formal Lecture: “Present 
Concepts in the Management of Regional Enter- 
itis,’ Roundtable Discussion: “Some Practical 
Features in the Management of Diseases of the 
Gastrointestinal and Biliary Tracts,” Panel Dis- 
cussion: “Geriatrics.” 

Other participants include: Jerome S. Harris, 
M.D., Professor and Chairman, Department of 
Pediatrics, Duke University, Durham, N. C., 
Formal Lecture: ‘“Nephritis in Childhood,” 
Roundtable Discussion: “Rheumatic Fever and 











Congenital Heart Disease; Arthur L. Haskins, 
M.D., Professor and Head, Department of Ob- 
stetrics and Gynecology, University of Maryland 
School of Medicine, Baltimore, Roundtable Dis- 
cussion: “The Indications for and the Choice of 
Luteoid Substances in Obstetrics and Gynecol- 
ogy,” Formal Lecture: “Bleeding Fibroids,” Pan- 
el: “Perinatal;” Ralph Jones Jr., M.D., Professor 
and Chairman, Department of Medicine, Uni- 
versity of Miami School of Medicine and Jackson 
Memorial Hospital, Miami, Formal Lecture: 
“Chemotherapy in Malignancy;” Mark M. Rav- 
itch, M.D., Surgeon in Chief, Baltimore City Hos- 
pitals, Baltimore, Formal Lecture: “Abdominal 
Tumors in Infants and Children,” Roundtable 
Discussion: “Problems in Colon Surgery, With 
Particular Emphasis on Hernia Repair, Ventral, 
Inguinal and Femoral, With Illustrations,” Panel: 
“Surgical Emergencies in the Perinatal Period;” 
Winston K. Shorey, M.D., Associate Dean, Uni- 
versity of Miami School of Medicine and Jack- 
son Memorial Hospital, Miami, Panel Moderator: 
“Geriatrics,” and Demetrio Sodi Pallares, M.D., 
National Institute of Cardiology, Mexico City, 
d.f., Mexico, Roundtable Discussion: “Electro- 
physiology and the Inscription of the Electro- 
cardiogram,” Formal Lecture: “The Polarizing 
Agents in Coronary Disease and Their Relation 
With the Electrophysiology of the Muscle Fibers,” 
Panel: “Geriatrics.” 





Florida Thoracic Society 
Annual Meeting Program 
Jacksonville, April 28-29 


The Florida Thoracic Society will hold its an- 
nual meeting on April 28-29, 1961, at the Hotel 
Robert Meyer in Jacksonville, in conjunction with 
the annual meeting of the Florida Tuberculosis 
and Health Association. Six hours of Category I 
credit will be given for attendance at the scientific 
sessions. The first scientific session will convene on 
Friday at 1:30 p.m. and the second and final 
scientific session on Saturday at 8:45 a.m. with 
the closing general session beginning at 11:00 a.m. 
Dr. George H. McCain, President, of Tallahassee, 
will preside at these sessions. The annual banquet 
will be held on Friday at 7:00 p.m. The guest 
speaker will be Dr. John H. Seabury, Professor of 
Medicine at Louisiana State University School of 
Medicine and his subject will be “Unusual Infec- 
tions With Atypical Mycobacteria.” 


ed 
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Participants in the scientific program on Fri- 
day afternoon and their subjects are: Dr. Minas 
Joannides Jr., of St. Petersburg, “Current Man- 
agement of Various Types of Emphysema;” Dr. 
Milton B. Cole, of St. Petersburg, “Studies in 
Emphysema. V. Long-Term Results Following 
Diaphragmatic Breathing Training on the Course 
of Obstructive Emphysema;” Dr. Mark W. Wol- 
cott, of Coral Gables, “Spontaneous Pneumo- 
thorax;” Dr. Myron I. Segal, of Hollywood, 
“Spontaneous Pneumothorax and Its Manage- 
ment;” Dr. Fernando Valverde, of Miami, and 
Dr. Ivan C. Schmidt, of West Palm Beach, “Lung 
Cancer in a Tuberculosis Hospital;” Dr. Jack 
Reiss, of Coral Gables, “Carcinoma of the Lung 
and Cigarette Smoking;” Dr. Edwin Tutt Long, of 
Lakeland, “The Increased Vascular Resistance in 
Lungs Re-aerated After Chronic Atelectasis;” and 
Dr. Allan L. Armstrong, of Tampa, “Gas Chroma- 
tography in Clinical Chest Disease.” On Saturday 
morning the speakers and their subjects are: Dr. 
Howard M. DuBose, of Lakeland, “Outpatient 
Treatment of Pulmonary Tuberculosis With Long 
Term Chemotherapy;” Dr. David M. Travis, of 
Gainesville, ‘“Constrictive Pleuritis;” and Dr. 
Seabury, “Patterns of Diffuse Pulmonary Fibro- 
sis.” 
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State Legislature 


That time is here again. This month senators 
and representatives will converge on the state 
capitol in Tallahassee for the biennial 60 days 
of rush, confusion and procrastination, culminat- 
ing in a flurry of last minute conversion of bills 
into laws, some of which will be surprisingly well 
conceived. 

Judging by sessions which are now history, it 
may be anticipated that some 2,000 or more bills 
will be tossed into the hopper of the 1961 legisla- 
ture. This means that they must be disposed of at 
the rate of 30 to 35 separate proposals each day. 
Yet, if this session is true to pattern, it will be 
deep into the waning days before any definitive 
action is taken on most of this proposed legisla- 
tion, before any number of bills become ready 
for the Governor’s consideration. This will be true 
except for so-called local bills, which will be 
ground through in record time and in unbelievable 
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c.antities, when the legislative team from the 
2 ca affected desires their passage. 

It would be too much to expect that the en- 
t session could pass without someone introduc- 
i. measures designed to restrict the medical pro- 
fession or its related organizations, or to promote 
scialistic proposals in the alleged interest of pub- 
lic health and welfare. Thus, it behooves each 
paysician to know his senator and representatives 
well. Even more vital is to make certain that they 
know you and have confidence in your opinions 
on matters pertaining to medicine and health. 
Whether your legislators support or oppose sound 
health legislation is largely in your hands. 

Blue Shield is largely in your hands, too. Your 
support of its aim to serve the entire community 
will influence these men to continue to support 
the principle that health care is a personal re- 
sponsibility. 





OTHERS ARE SAYING 











Triple A 


Today three A’s seem to comprise the main 
criticism of the medical profession. We are ac- 
cused of three great faults: (1) Anonymity, (2) 
Alienation, and (3) Antagonism. 

Are you one of the great mass of doctors who 
is accused of hiding behind a facade of “organized 
medicine,” who seek to be anonymous in a mass 
called American Medicine, who do not take a pub- 
lic or private stand on any social, moral or medi- 
cal economics problems, and who excuse every- 
thing by the casuistic “they,” that is the County, 
State or National medical organizations (as the 
scapegoats) for any dissatisfaction the public 
may have with medicine? Are you one of those 
who seeks to be anonymous in the public eye by 
not taking your part in the local, county or state 
organizations? 

Are you suffering from Alienation? That is, 
are you one of those doctors who blames poor 
public or personal relations for the unenviable po- 
sition of medicine today? We have poor public 
relations, no doubt, but what have you done per- 
sonally or publically to change the “image” of 
the “modern doctor”? What are you doing per- 
sonally to make the public appreciate doctors? 
Have you done anything to help your local society 
change the public unrest and dissatisfaction? Are 
you a doctor whose fees are never criticized, 
whose dedication is never questioned, and whose 
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interest in public questions and social problems is 
welcomed and understood? Or are you suffering 
Alienation? 

Finally, are you considered antagonistic? Do 
you try to help your fellow citizens and fellow 
practitioners understand the problems of medicine 
in a changing social order? Do you admit that 
the social order is changing? Have you any con- 
victions as to how the social order should change? 
Do you take any stand, yes, even in political 
questions? Do you help formulate policies in your 
local medical society? Are you always criticizing 
attempts to make compromises with social change, 
insurance medicine, group medicine, labor union 
medicine, government medicine? Do you inactive- 
ly, anxiously and anonymously further the aliena- 
tion of the “doctor image” by a lack of positive 
information and positive action whether in private 
or in your local organization to the point where 
the average doctor is considered “agin” every- 
thing? That is antagonistic. We doctors must be 
“for something!” 


DO YOU BELONG TO THE TRIPLE A? 
The Stethoscope 
Bulletin of Volusia County 
Medical Society 
Volume 1—No. 5 
1960-1961 
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Human Relations and Perinatal Mortality 


Much has been said statistically and other- 
wise about decreasing prenatal care, the drop in 
the number of women who attend clinics or visit 
their private physicians. Recently Dr. Arthur J. 
Lesser,! Director of Health Services at the United 
States Children’s Bureau, pointed out that this 
is no time for smugness. He reminds us that in 
some communities infant perinatal and maternal 
mortality is increasing. With Florida’s relatively 
high death rates from these causes, it behooves 
us to consider Dr. Lesser’s warning words. He 
states that “omission of prenatal care is rising 
about two per cent per year.” 

Dr. Norman Morris,? Professor of Obstetrics 
and Gynecology at the University of London, 
approaches this and broader problems in a 
thought-provoking discussion on “Human Rela- 
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tions in Obstetric Practice.” Every reader will 
judge as to the applicability of these comments to 
American practices. 

“For most women childbirth is their moment 
of greatest achievement and sometimes of great- 
est happiness. It is an immensely important emo- 
tional as well as physical event. . . . The influences 
that a woman meets during this time may have 
a tremendous psychological and social significance, 
and in my view, our present system often fails 
miserably. . . . The joys, hopes and wonder that 
the arrival of new life should bring are spoiled 
and splintered into loneliness, indignity and des- 
pair. The feeling of personal achievement is lost, 
drowned in a sea of inhumanity. 

“Women attend antenatal clinics regularly, 
often as many as fourteen times. The clinic is 
usually drab and colorless, painted a bottle green, 
brown or dirty cream. There are rows of uncom- 
fortable benches. There is an atmosphere of cold- 
ness, unfriendliness and severity more in keeping 
with the spirit of an income tax office. The clinic 
is often very overcrowded and, at best, a crude 
appointment system is in operation. Despite this, 
women often wait one to three hours. The inter- 
view itself is usually extremely brief and under 
such conditions there is little encouragement for 
the patient to ask questions or relieve herself of 
any nagging fears or doubts. Therefore she often 
remains in gross ignorance of what is happening 
to her. The doctors and nurses also remain virtual 
strangers since she rarely sees the same one at 
each visit. 

“Doctors interviewing large numbers of women 
on an endless conveyor belt system inevitably lose 
their sensitivity. Not long ago I heard a senior 
obstetrician admit that even after seeing about 
eight patients he began to feel dizzy. Such an ar- 
rangement is terribly fatiguing and yet there is 
little evidence that much is being done to end this 
archaic system. 

“Many hospitals encourage some form of class- 
es for expectant parents but unfortunately there 
is often poor liaison between the people who run 
the classes and the staff of the labor ward. Vir- 
tually no studies have been done on the average 
patient’s emotional response to pregnancy and 
labor. . . . As a result these preparation classes 
are very much in their infancy. But in their 
present form they do enable women to approach 
labor with confidence and to bring it under their 
own control. In my view, failure to provide such 
classes is as negligent in an emotional sense as it 
would be in a physical sense if there was failure 
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to test the urine regularly during pregnancy. 

“Why are some women .. . often shown very 
little kindness and sympathy? Why is there so 
little thought for the mother as an individual? 
How far is this situation the end result of poor 
training, and can it be prevented? Is this un- 
sympathetic attitude a form of defense mechan- 
ene 

“Surely it is not necessary to know the an- 
swers to all these questions before we make some 
attempt to put our house in order. ... We must 
destroy the illusion that the patient is a human 
being apart, someone quite unlike ourselves. We 
must get rid of that awful method of dividing pa- 
tients into cooperative or uncooperative, into easy 
and difficult. This classification is largely based on 
how much regimentation the patient will stand 
without complaining. .. . 

‘Above all, we must prepare to leave our pro- 
fessional pedestal and communicate directly and 
naturally with the patients. Routines could be ex- 
amined and unnecessary traditional procedures 
ruthlessly discarded to gain time to share with 
patients and learn about their problems. We as a 
profession may be wasting our time pursuing tasks 
which, having outlasted their original purpose, are 
now serving to deviate us, from our real pur- 
i 

In an entirely independent statement Dr. Less- 
er of our own United States Children’s Bureau 
reminds us that factors which make prenatal care 
acceptable and attractive are related to perinatal 
mortality. “It is the group of women who get little 
or no prenatal care that is contributing the major 
proportion of perinatal casualties, both maternal 
and infant. If we wish to make progress in re- 
ducing these casualties, the first step is an analysis 
of prenatal care in each of our maternity pro- 
grams. The time has come for a concerted effort 
to stress the importance of early and continued 
good maternity care in order to reduce perinatal 
casualties just as was done twenty years ago to 
reduce the excessive maternal mortality.” 

The medical profession has the scientific 
knowledge and technical skill to alleviate urgent 
health problems. But a potential is not enough; 
the service must be sought and used. In some de- 
gree failure to attain our high goals will be related 
to failures in human relations. 


1. Lesser, A. J.: National Needs and Resources in Newborn 
and Maternity Care, Bulletin of the American College of 
Nurse-Midwifery (Sept.) 1960, abstracted in ‘“‘Briefs’’ pub- 
lished by Maternity Center Association (Dec.) 1960. 

. Morris, N.: Human Relations in Obstetric Practice, Lancet 
(Apr. 23) 1960, as abstracted in ‘‘Briefs,’’ published by 
Maternity Center Association (Oct.) 1960. 
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STATE NEWS ITEMS 








Dr. James N. Patterson of Tampa has been 
elected to a second 6 year term as a trustee-mem- 
ber of the American Board of Pathology. 


Sw 
Dr. J. Maxey Dell Jr. of Gainesville has been 
elected to a four year term on the Board of Chan- 
cellors, the governing body of the American Col- 
leg of Radiology. The election of Dr. Dell took 
place during the 37th annual meeting of the Col- 
lege in Chicago February 8-11. 


aw 
Dr. Ralph S. Sappenfield of Miami has been 
elected chairman of the executive committee of the 
World Federation of Society of Anesthesiologists. 


aw 
Dr. DeWitt C. Daughtry of Miami has been 
elected president of the Southern Thoracic Surgi- 
cal Association. 
aw 
Dr. Charles K. Donegan of St. Petersburg will 
participate in the program of the 100th Annual 
Session of the Medical Association of the State 
of Alabama being held at Tuscaloosa April 27-29. 
On Friday, April 28, he will present a paper en- 
titled “Future of Medical Care as It Pertains to 
Internal Medicine.” 
aw 
Dr. Samuel M. Day of Jacksonville, Secretary- 
Treasurer of the Florida Medical Association, was 
guest speaker at the meeting of the Baptist Me- 
morial Hospital Auxiliary held the latter part of 
February. Dr. Day discussed “Socialized Medi- 
cine.” 
4 
Dr. Walter W. Sackett Jr. of Miami attended 
recently a conference in Atlanta of the Surgeon 
General’s Committee on Poliomyelitis Control. 
The principal purpose of the conference of physi- 
cians and scientists was to formulate definite 
recommendations to be employed in the continued 
prevention of poliomyelitis during the year of 
1961. 
aw 
Dr. Melvin M. Simmons of Sarasota has ac- 
cepted appointment as a member of The National 
Foundation’s Health Scholarship Committee for 
Florida. 
aw 
Dr. G. Tayloe Gwathmey of Orlando presented 
a paper entitled “Contact Lens—Their Value and 


Problems” at the Second Annual Conference of 
the Florida Society for Prevention of Blindness 
held in Tampa March 11. Dr. Ambrose G. Upde- 
graff of St. Petersburg served as program chair- 
man for the Conference. 


aw 
The Gill Memorial Eye, Ear and Throat Hos- 
pital at Roanoke, Va., will hold its Thirty-Fourth 
Annual Spring Congress in Ophthalmology and 
Otolaryngology and Allied Specialties, April 3 
through April 8. There will be 20 guest speakers 
and 50 lectures. 
a 
Drs. Myron I. Segal of Hollywood; DeWitt 
C. Daughtry, E. Sterling Nichol and Jack Reiss 
of Miami, and Minas Joannides Jr. of St. Peters- 
burg will participate in the program of the 27th 
Annual Meeting of the American College of Chest 
Physicians being held in New York City June 
22-26. 


sw 
The second section of the Crossroads Cancer 


Seminar will begin Monday, May 1, at Clearwa- 
ter, and continue May 2 at Vero Beach, 8:30 p.m., 
Indian River County Memorial Hospital; May 3 
at DeLeon, 6:00 p.m., Ponce DeLeon Springs and 
May 4 at Ocala, Silver Springs Restaurant. The 
Seminar is presented in cooperation with the Flor- 
ida Division, American Cancer Society, the Flori- 
da State Board of Health and the local county 
medical society. 


Dr. John D. Reeves Jr. of Gainesville, Profes- 
sor of Radiology at the University of Florida Col- 
lege of Medicine, has been appointed chairman 
of the Refresher Course Committee of the Radio- 
logical Society of North America. 


sw 

The Escambia Pediatric Society met with the 
Escambia Otorhinolaryngological Society for a 
dinner meeting in January. A general discussion 
concerning pediatric and otorhinolaryngological 
problems was developed. Talks on pertinent sub- 
jects were presented by Drs. Earl G. Wolf, Ber- 
nard M. Barrett, Jesse N. McLane and Chas. J. 
Heinberg. The meeting was conducted by the 
president of the pediatric group, Dr. Charles R. 
Benton. a 


A two day short course in Care of Premature 
Infants, offering 14 hours credit in Category I, 











will be held at the Premature Demonstration 
Center, Jackson Memorial Hospital, Miami, June 
8-9. For information write Bureau of Maternal 
and Child Health, Florida State Board of Health, 
P. O. Box 210, Jacksonville. 


4 
The Florida State Board of Health has an- 
nounced acquisition of the new film “Radiation: 
Physician and Patient.” Produced by the Ameri- 
can College of Radiology in cooperation with the 
U. S. Public Health Service and Rockefeller Foun- 
dation, it is a 16 mm. film, color, running time 
45 minutes. The film is available without charge 
from the Audio-Visual Library, Florida State 

Board of Health, P. O. Box 210, Jacksonville 1. 


Tw 

The Fifth Annual Seminar and Barbecue of 
the Watson Clinic held Saturday afternoon, 
March 4, in Lakeland was well received by ap- 
proximately 150 physicians from eight central 
and north Florida counties. The program was co- 
sponsored by the Florida Academy of General 
Practice and the Florida Medical Association. It 
was accepted for four hours’ credit, category I, 
by the American Academy of General Practice. 

The theme of the Seminar was “Recent Ad- 
vances in Medicine,” and a distinguished faculty 
presented the program: “Recent Advances in 
Stomach and Bowel Surgery,’ Samuel F. Mar- 
shall, M.D., Department of Surgery, Lahey Clin- 
ic, Boston; “Asthma,” Harold E. Ratcliffe, Col., 
MC, USA, Chief, Allergy Section, Walter Reed 
General Hospital; ‘The Current Status of Auto- 
Immune Disease,’ A. McGehee Harvey, M.D., 
Professor of Medicine, Johns Hopkins School of 
Medicine, Baltimore; ‘The Development and 
Function of the Specialty Boards,” Lawrence M. 
Randall, M.D., Secretary, American Board of 
Obstetrics and Gynecology, and “New Develop- 
ments in the Field of Obstetrics and Gynecology,” 
F. Bayard Carter, M.D., Professor and Director, 
Department of Obstetrics and Gynecology, Duke 
University School of Medicine. 


ya 

The annual meeting of the American Society 

of Internal Medicine is scheduled for Saturday 

and Sunday, May 6-7, at the Eden Roc Hotel, 

Miami Beach. A cordial invitation has been ex- 

tended to all Florida physicians whether or not 
their specialty is internal medicine. 

The program includes, for Saturday morning: 

Dr. Lawrence E. Geeslin of Jacksonville, chairman 

of the annual meeting committee, presiding; Mr. 
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James Brindle, Director of the Social Security 
Department, United Automobile Workers, “La- 
bor’s Concern with Medical Care;” Dr. Leonard 
W. Larson, President-Elect, American Medical 
Association, “Ten Out of Every Ten Doctors;” 
Walter J. McNerney, Professor of Hospital Man- 
agement, University of Michigan, “The Social and 
Economic Responsibilities of the Physician;” and 
Dr. Chester S. Keefer, President, American Col- 
lege of Physicians, who at the Presidential Lunch- 
eon will discuss “Historical Evolution of In- 
ternal Medicine.” For Saturday afternoon: Dr. 
Scheffel H. Wright, Miami, president-elect, Flori- 
da Society of Internal Medicine, presiding; Mr. 
Kenneth Williamson, Director, American Hospi- 
tal Association, ““Governments Rule and Health 
Affairs;” Boisfeuillet Jones, Special Assistant to 
the Secretary of Health, Education and Welfare, 
“The Administration’s Proposals for Health Care 
—How Will They Affect the Internists?” Panel: 
“Can We Improve Medical Care; Can We Reduce 
the Cost?” Moderator, Dr. Charles K. Donegan, 
St. Petersburg, Panelists: Mr. Brindle, Prof. Mc- 
Nerney, Mr. Williamson, Mr. Jones, Dr. Larson 
and Dr. George Weaver, Stockton, Calif. 

For Sunday morning: Dr. Sidney O. Krasnoff, 
Philadelphia, Pa., presiding; Dr. F. David Pom- 
rinse, Chief, Health Professions Branch, Division 
of Public Health Methods, “The Internist and 
Group Practice;” Mr. Andrew E. Ruddock, Di- 
rector, Bureau of Retirement and Insurance, 
United States Civil Service Commission, “Federal 
Employee’s Health Benefit Acts of 1959;” Dr. 
Henry J. Lehnoff Jr., Member, Board of Trustees, 
American Society of Internal Medicine, “The 
Relationship of the American Society of Internal 
Medicine and Component Societies;” Prof. Mc- 
Nerney, “The Maintenance of Standards of Medi- 
cal Practice;” Symposium: “Is the Quality of 
Medical Care Improved When the Patient Direct- 
ly Participates in Its Payment?” Moderator: Dr. 
L. Philip Longley, Member, Board of Trustees, 
American Society of Internal Medicine. Partici- 
pants: Dr. Pomrinse, Mr. Ruddock, Prof. Mc- 
Nerney, Mr. Brindle, Mr. Jones, Dr. Jere W. 
Annis, Lakeland, Dr. Bullock, Los Angeles. 


Sw 
Dr. Clyde O. Anderson of St. Petersburg, 
Vice President of the Florida Medical Association, 
was inadvertently omitted from the list of Asso- 
ciation representatives at the 1961 Annual Con- 
ference of Presidents and Secretaries on page 
1034 of the March, 1961, issue of The Journal. 
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“The Spouse in the Doctor’s House” 


Very little has been written on “How to be 
a Spouse in the Doctor’s House;” however, it has 
been said that only strong, courageous, intelligent 
women, endowed with a sense of humor, marry 
doctors. These women can be assured of a life 
devoted to the service of others, which is a job 
for mature personalities. It is to the credit of the 
medical profession that their wives usually respect, 
admire and love their husbands, for the practice 
of medicine is a hard taskmaster; it develops the 
best in human character and favorably affects all 
who are encompassed by it. They are enobled 
by the pursuit of its aims and enriched by its un- 
selfish ethics. That is why wives are enthusiastic 
disciples of the profession, even though doctors 
are exacting taskmasters and often are hard to 
live with. 

Before a girl gets her Mrs. from an M.D., one 
of the prime prerequisites should be her pledge to 
the oath of Mrs. Hippocrates: “I do solemnly 
swear to abide by the precepts and examples set 
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forth by the spouse of the famed healer Hippoc- 
rates. 

“T do promise to wear a cheerful smile when 
my husband, the physician, fails to keep his ap- 
pointments such as anniversaries, dinners, birth- 
days, celebrations and blessed events. 

“T do also promise to keep smiling when he 
leaves the bridge party just as I am dealt the first 
five no trump hand in my life. , 

“T do pledge that I will harbor no jealousy in 
my heart, that I will appoint his receptionist, 
nurse, and technician on the basis of efficiency 
and not on age and appearance. 

“Lastly will I be loyal, though he gives me 
aspirin for my brain tumor and soda water for 
my rheumatic heart.” 

There are some things that all doctors have 
in common. They are above average in intelli- 
gence. Being quick-witted, they are slightly in- 
tolerant to slow minded people. They are individ- 
ualists who want their own way even a little 
more than do other men. They are very sensitive 
and are inclined to be egoists, since many of them 
have a deep sense of inferiority and insecurity. 
They are dedicated to their profession and the 
welfare of their patients, whose interest they 
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DORNWAL?* IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension hez-dache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “Genericist’’, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when admini dat ded dosages. 


Maltbie Laboratories Division, 





Wallace & Tiernan Inc., Belleville 9, N. J. (Mattia 
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place above all others (even wife, home, children, 
money, social position and their own welfare). 
Therefore, they are not particularly good team 
mates except in medical undertakings. They are 
inclined to be lonely people except for their friend- 
ships with other doctors and their wives, but only 
other doctor’s wives if they make an unusual 
effort to be friends with them. They are honest, 
conscientious; usually men of high integrity, who 
will not tolerate people who cut ethical corners. 
They have unusually high standards of accuracy, 
cleanliness, neatness and straight thinking. Their 
life has taught them to take it on the chin with 
a smile, and fundamentally they have little respect 
for anyone who does not do this. They make few 
excuses themselves and expect none from their 
associates. In general, they are virile, dynamic 
men with initiative. They are difficult, respon- 
sible, responsive, and dependable people who are 
easy to get along with only if they are handled 
properly. 

Their lives are hard, their days are long, their 
responsibilities are almost greater than any one 
person should be asked to carry. Most of them 
earn a reasonably good living but their lack of 
interest in financial matters mitigates against wise 
management of their financial affairs. Through- 
out a long day they act a part, for the good of 
humanity; once off the professional stage and in 
their homes, they seek peace and quiet, free of 
the galling human eccentricities to which they 
have been subjected all day. It is not strange that 
in the quiet of their homes, when they let down, 
they may appear somewhat pessimistic, moody, 
and even irritable. Fatigue, both physical and 
emotional, is a doctor’s greatest personal enemy. 
His wife’s greatest opportunity is to prevent, and 
cure this fatigue—not by urging him to do less, 
not by making him sorry for himself, but by 
standing between him and the unthinking public, 
as well as by bringing him love and understand- 
ing, both in almost superhuman amounts. 

But most of you are already familiar with the 
doctor’s personal characteristics, although many 
of you entered this way of life without knowing 
the magnitude of your undertaking. 

So, what are the characteristics which a wom- 
an should possess or develop if she is to do this 
job of being a “Spouse in a Doctor’s House,” suc- 
cessfully? 

1. She must be intelligent, a person of sound 
integrity, possess good judgment, perception, deep 
understanding, sympathy, a quite sense of humor, 

(Continued on page 1154) 
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magnesium 3, 7-dimethyl-xanthine oleate 


INDICATIONS: 

Arteriosclerosis and its consequences: 
hypercholesteremia, atherosclerosis, cerebral sclerosis, 
xanthomatosis, etc. 

An effective aid for symptomatic treatment of arteriosclerosis. 
Athemol improves the circulation and well-being of the patient. 
Favorable response in patients with such symptoms as vertigo, mental 
confusion, chest pain, headaches, etc., often observed within a one or 
two-month period. 


DOSAGE: 
One or two tablets t.i.d. Available in tablets of 200 mg. each. Athemol is 
easily tolerated, and can be administered safely over a prolonged period. 


REFERENCES: 

(1) Buck, R. C.: Minerals of Normal and Arteriosclerotic Aortas, Arch. Path., 51, 
1951. (2) N. Ressler, et al.: Relation of Serum Stability to the Development of 
Arteriosclerosis, Amer. J. Clin. Path. vol. 24, 1954. (3) S. D. Jacobson, M.D., 
Wayne County General Hospital, Eloise, Michigan. To be published. (4) Prof. V. 
Patzelt, Untersuchungen uber die Veranderunger der Bluteiweisz-Korper mit 
Mag. 3, 7-dimethyl-xanthine oleate, Klin. Med. 5, 11, 1956. (5) Dr. J. Skursky, 
Wiener Med. Wochenschrift, 1953, Nr 46, S. 886-887. (6) Eduard Keeser, M.D. 
and K. F. Benitz, M. D., Med. Klin. 1953 Nr. 15. 
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‘n sulfa therapy... 
ELEASE YOUR PATIENT FROM Q.1.D. DOSAGE 


ust one tablet of Midicel provides continuous, effective blood levels for 24 hours 


ecause many patients need take only 1 tablet daily, therapy with MIDICEL is convenient and economical. 
‘. is also advantageous since the possibility of omitted doses is reduced. Rapidly absorbed and slowly 
excreted, MIDICEL assures dependable bacteriostatic action in urinary tract infections, certain respiratory 
infections, bacillary dysenteries, as well as surgical and soft-tissue infections caused by sulfonamide- 
sensitive organisms. And with MIDICEL, there is little likelihood of crystalluria because of its high solu- 
bility and low dosage. 

MIDICEL (sulfamethoxypyridazine, Parke-Davis), 3-sulfanilamido-6-methoxypyridazine. Tablets of 0.5 Gm.; 
Suspension, each cc. containing 50 mg. of sulfamethoxypyridazine as the N’-acetyl derivative. /ndica- 
tions; Gram-negative and gram-positive infections such as urinary tract, respiratory, and soft-tissue 
infections and bacillary dysenteries. Dosage: Orally once a day until asymptomatic for 48 to 72 hours. 
Adults:—1 Gm. initially, followed by 0.5 Gm. daily thereafter or 1 Gm. every other day. In severe infec- 
tions, not to exceed 2 Gm. the first day, then 0.5 to 1.5 Gm. daily according to weight of patient and 
severity of infection. Children: —30 mg. per Kg. the first day, then 15 mg. per Kg. daily. In severe infec- 
tions, up to 50 mg. per Kg. initially, then 25 mg. per Kg. daily. Total dose in children, however, should 
not exceed lower dosage limits for adults. Precautions: Continue daily doses higher than 0.5 Gm. no 
longer than three to five days without checking for blood levels above therapeutic range. Maintain 
adequate fluid intake during therapy and for 48 to 72 hours afterward. Until further definitive informa- 
tion is available, MIDICEL, in common with all sulfonamides, is contraindicated in the premature and 
newborn infant. Contraindicated in patients with a history of sulfa sensitivity. MIDICEL is not recom- 
mended for meningococcal infections. Side Effects: Anorexia and lassitude may occur as may reac- 
tions such as drug fever, rash, and headache, all of which are indications for discontinuing the drug. 
Leukopenia has been reported. Periodic blood counts are advised. Patients with impaired renal function 
should be followed closely since excessive accumulation may occur. Ava//ab/e; Quarter-scored tablets 


ef 0.5 Gm., bottles of 24, 100, and 1,000. eoees 


Midicel 


(sulfamethoxypyridazine, Parke-Davis) 


and for children...Midicel Acetyl Suspension (N' acetyl sulfamethoxypy- 
ridazine, Parke-Davis) - delicious butterscotch flavor - only one dose a day PARKE-DAVIS 














PARKE, DAVIS & COMPANY, Detro 32, Michigan 
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never failing tactfulness, and the ability to keep 
her mouth closed, even at home. 

2. She needs to be a friendly, warm, outgoing 
person, who genuinely loves people, since she of 
necessity is in close contact with the doctor’s 
patients and cohorts. 

3. She must have social ease and grace— 
that is, she must be able to get along comfortably 
with groups of people and individuals. 

4. She must be a well rounded person with 
intellectual interests. Doctor’s wives need inter- 
ests outside their homes, because otherwise they 
will be lonely or pathologically wrapped up in 
their children. 

5. She must be that rare person—an able 
individual who can remain anonymous—the pow- 
er behind the throne, who never lets even the kind 
suspect. This means that she needs to reach the 
ultimate in unselfishness, to give without thought 
of reward or recognition. 

6. She needs considerable physical vigor, that 
she may tolerate early, late, and irregular hours. 
She is probably going to have to take care of the 
children without much help from her husband. 

7. She must be an efficient, interest house- 
keeper, for the doctor does so many dirty jobs 
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himself that he has little respect for clutter. 

8. She should see to it that she looks her 
best and dresses attractively. 

Being a doctor’s wife carries a certain amount 
of occupational hazard, due to the realization that 
you are not first in his interests. Medicine is 
his great love. You must learn to deal with 
loneliness and repressed anger. First of all, try 
to understand him. It is not what you think he 
should be, but what he actually is, that you need 
to know. You can understand him better if you 
know his medical friends and their wives. Go 
with him to the medical conventions or any meet- 
ing he asks you to and encourage him to bring 
his medical friends home. Regular attendance at 
the Auxiliary meetings make you a better spouse 
because you get to know the other doctor’s wives. 

Help your husband balance his life in terms 
of work, rest, exercise and play. Do not keep him 
up late at night, and bring him home early from 
parties. Enter into the sports which he likes and 
try not to be better at them than he is. Do 
things with him even to the neglect of everything 
else. Encourage him to take vacations, both with 
and without you; but don’t you go off on long 
summer vacations while he remains at home work- 
ing. He needs the comfort of a well run home 





SILENT SOUND and 


AN AMAZING SCIENTIFIC BREAK THROUGH 


Powerful sound waves—you can’t hear them—Soon to 


have a startling impact on food you eat, clothes you wear, 
household duties you avoid, and most of all, the already 
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established medical diagnostic and therapeutic application. 


All magnificently summarized by Walter Fischman and Up 


available to you on request. 


WE NO LONGER LIVE IN A SINEWAVE ERA 





U. S. Model 108 


Transistorized-Electronics has taken us out, and Zeigler 
has placed us in the new field of activation, physiologic 
exercise, and clinically tested results for the palsies, 
post surgical and metabolic problems of the past. Scien- 
tific reports also available on request. 

Performance, craftmanship, versatility, Underwriters 
Laboratories approval and full service warrantee crown 
both of these Zeigler units. 


ZEIGLER OF FLORIDA, INC. 


1150 S. W. 22nd. Street 
Miami 36, Florida 
Tel. FR 7-2044 
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a. ill times. Enrich his life by bringing to him 
cc structive, cultural interests for which there is 
li. e time in his busy life. 

Help him to attain a reasonable amount of 
fi: .ncial independence. Doctors are notoriously 
pc or businessmen and their wives are little better. 
B. careful not to make too great financial de- 
m.nds on him. Help him to plan for the future. 

Give him of yourself, wholeheartedly, without 
stint, spiritually and physically. Be warm, gener- 
ous, uncritical and encouraging. 

Encourage him to write medical papers, read 
medical journals and go to medical meetings. Stay 
up and wait for him when he comes home late 
from meetings and get up and give him a nice 
breakfast with a smile and your love. 

As far as your good personal community rela- 
tions are concerned, there are a few simple rules 
to keep in mind: 

1. Always say less than you think. Cultivate 
a low, persuasive voice. How you say it often 
counts more than what you say. 

2. Make promises sparingly and keep them 
faithfully, no matter what it costs you. 

3. Praise good work done, regardless of who 
did it. If criticism is needed, criticize helpfully, 
never spitefully. 

4. Be interested in others—interested in their 
pursuits, their welfare, their homes and families. 
Let everyone you meet, however humble, feel 
that you regard him as important. 

5. Be cheerful. Hide your pains, worries and 
disappointments under a smile. 

6. Keep an open mind on all debatable ques- 
tions. Discuss but do not argue. It is a mark of 
superior minds to disagree but yet be friendly. 

7. Discourage gossip. Make it a rule to say 
nothing of another unless it is something good. 

8. Be careful of another’s feelings. Wit and 
humor at the other fellow’s expense are rarely 
worth the effort and may hurt where least 
expected. 

9. Pay no attention to ill natured remarks 
about you. Simply live so that nobody will believe 
them. 

10. Don’t be too anxious about your “due.” 
Do your work, be patient and keep your disposi- 
tion sweet. Forget self and you will make few 
enemies. 

In closing, may I share with you a reading 
from Proverbs 31:10-12? “A good wife who can 
find? She is far more precious than jewels. The 
heart of her husband trusts in her, and he will 
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CALL the MEDICAL SUPPLY Man 


HOSPITAL, PHYSICIANS AND LABORATORY 
SUPPLIES & EQUIPMENT 


Medical Supply Company 
of Jacksonville 
ORLANDO 


1511 Sligh Blvd. 
Telephone GA 4-9765 


JACKSONVILLE 
4539 Beach Blvd. 
Telephone FL 9-2191 


GAINESVILLE 
232 S.W. 4th Ave. 
Telephone FR 6-8286 


TAMPA 
1513 Grand Central Ave. 
Telephone 8-6038 


St. PETERSBURG 
Sales Office 
Telephone HE 5-7500 
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How to help your patient stick to a 








“regularity” diet 


The secret ingredient in a successful diet is acceptance. 
Bulky foods, essential to a “regularity” diet, will have 
more appeal if they are attractively prepared. Variety 
helps a patient follow a diet enthusiastically, too. Chilled 
orange and apple compote is inviting, rich in cellulose 





A glass of beer can add 


and pectin which absorbs fluid to form smooth bulk. Beets wore 
d l d . Comsberdes i zest to a patient's diet. 

and carrots are also good pectin sources. Cranberries in dee gue eptece 16 ottoe 

oatmeal muffins offer cellulose plus Vitamin B complex. aia oe eam 


(Average of American Beers) 








And liquids are vital, of course—8 to 10 glasses a day. 
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Diet patients find an incentive in appetizing “bulk” foods like these. = 
United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, write us at 535 Fifth Avenue, N.Y. 17, N.Y. 
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e no lack of gain. She does him good, and 


harm, all the days of her life.” 
I offer the following prayer for all of us in 
medical auxiliary: 


Take us, O God, under Thy divine protection. 

Make us to act as Thy messengers for contentment, 
harmony and understanding, 

Grant that we may see more clearly the point of view 
of other men and women in our line of work, 
realizing the competitive nature of our business. 

Teach us to respect competition at all times. 

Keep us free from pettiness and unwise discrimination, 

Let us do our work willingly, honestly and thoroughly, 
giving graciously at all times. 

Teach us, to know and to realize that by Thy grace 
we can live in perfect peace with one another and 
grant that through this organization we may be- 
come closer in friendship and understanding, Amen. 


Mrs. Russell B. Carson 


Presented before the Woman’s Auxiliary to the Palm Beach 
961. 


County Medical Society, January 25, 1 
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BIRTHS AND DEATHS 








Births 


Dr. and Mrs. Sidney Storch of Jacksonville announce 
the birth of a son, Robert Phillip, on January 9, 1961. 

Dr. and Mrs. William N. Chambers of Jacksonville 
announce the birth of a son, Cameron Hunter, on Janu 
ary 26, 1961. 

Dr. and Mrs. Benjamin J. Phillips Jr. of Jacksonville 
announce the birth of a son, Michael David, on Feb- 
ruary 6, 1961. 


Deaths — Members 
Croft, George W., Jacksonville.................... March 3, 1961 
Walters, Arthur L., Miami Beach............ January 27, 1961 


Deaths — Other Doctors 


Lockwood, Edward K., Springfield, Il......... May 13, 1960 
McCurdy, Gordon J., Phoenix, Ariz.....February 14, 1960 
Marshburn, Clarence B., 

PUI, TIS oases sss sncsecvnnvecscsicceesi February 6, 1961 
Womack, David R., Austin, Texas........... August 26, 1960 





Now Available... 





A Choice 5-Room Suite 
The DOCTORS’ BUILDING 


estricted to Ethical Physicians and Dentists) 
30 S.E. sth St. (The Trail) Just off Brickell pd Miami 
Rental —— Air Conditioning—Heating—All Utilities 
anitor Service—Ample Free Parking 
Phone UN 6- 4109 (A.M. only) 7227 Bay Dr., Miami Beach 41, Fla. 








Keliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


Professional Protection Exclusively since 1899 


MIAMI OFFICE: H. Maurice McHenry, Rep. 
149 Northwest 106th Street, Miami Shores 
Tel. Plaza 4-2703 
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‘The cigarette that made the Filter Famous! 
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It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And,no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD Co. 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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Frank Vann Chappell 


Jr. Frank Vann Chappell of Tampa died sud- 
dei.iy on Nov. 20, 1960, in Bradenton. He was 60 
yes of age. 

A native Floridian, Dr. Chappell was born 
on Dec. 30, 1899, in Jacksonville, the son of Mr. 
and Mrs. Angus Rush Chappell. After finishing 
high school in Sanford in 1919, he attended 
Southern College in Lakeland, where he was 
awarded the A.B. degree in 1923. He then worked 
as auditor with a large business firm in West 
and North Florida until he entered the University 
of Tennessee College of Medicine in 1926. He re- 
ceived his medical degree from that institution 
in 1930. After completing a rotating internship 
at the Duval County Hospital in Jacksonville in 
1931, he served a medical residency at the Good 
Samaritan Hospital in Phoenix, Ariz. in 1932. 

Returning to Florida, Dr. Chappell practiced 
medicine in Hastings and Madison from 1932 
until April 1935, when he entered the Johns Hop- 
kins University School of Medicine for a short 
course in Public Health and Preventive Medicine. 
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He then served as district and local health officer 
in Florida until he returned to the Johns Hopkins 
University in September 1936 for further study, 
receiving the degree of Master of Public Health 
there in April 1937. Thereafter, he served the 
Florida State Board of Health as Director of the 
Maternal and Child Health Program, Director 
of the Mobile Health Unit, and Director of the 
Bureau of Local Health Services. In 1942 he en- 
tered the Army Medical Corps as a captain and 
spent most of his military service in the South 
Pacific until he was returned to the States be- 
cause of physical disability and was discharged 
as a major. Since 1945 he had been Director of 
the Hillsborough County Health Department. He 
maintained a strong local health department along 
traditional lines and also introduced many pro- 
gressive measures into Florida Public Health 
activities, such as supervision of day nurseries 
and kindergartens, county-wide rabies control, 
and county-wide supervision of milk production 
and distribution. He was a member of the Tampa 
Kiwanis Club. 

Dr. Chappel was a member of the Hillsbor- 
ough County Medical Association and had held 


(Continued on page 1178) 
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CHELATION — (GR-CHELE: CLAW OR TO HOLD.) 


ADVANTAGES — 
Chelated Iron PLUS 4 Chelated Minerals 
e High Therapeutic Effectiveness e Less 
Irritation — even on empty stomach e 
No Tooth Stain e Less Toxic e B-Vitamins 
for Added Hemopoietic Activity e Pleas- 
ant Flavor e Economical 


FORMULA — 
Each 5 ne te 





The FIRST Hematinic to Contain 
BOTH CHELATED IRON and CHE- 
LATED MINERALS Assuring a 
Truly Flavorful, Better Tolerated 
Iron Therapy. 


KELATRATE 


LIQUID HEMATINIC 


CHELATED IRON-MINERALS 
and VITAMINS 














Comprehensive literature and 
samples on request. 


s. sAPurscac & CO. 
DETROIT 


MICHIGAN 























Put your low-back patient 
back on the payroll 





Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 
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Ww Wallace Laboratories, Cranbury, New Jersey 


(carisoprodol, Wallace) 


















" VAGINAL FOAM* 





: susin§ principles never before applied to contraceptives 








@THE FIRST AEROSOL FOAM! 
The volume of the material is expanded ten times to create A BLOCK OF FOAM. 


@ THIS BLOCK SEALS THE CERVICAL OS. 
Only a FOAM can successfully serve this diaphragm-like function ... without 
interfering with normal intercourse or reducing sensory contact. 


@A HIGHLY EFFECTIVE PROVEN SPERMICIDE 
EMKO Vaginal Foam contains the widely used and thoroughly proven sper- 
micide Nonyl phenoxy polyoxyethylene enthanol 8.0% and Benzethonium 
Chloride 0.2%. 
The total surface area of each bubble of foam contains this highly effective 
spermicidal combination. As the sperm attempts to penetrate the block of 
foam, its zig-zag course exposes it constantly to this very large contact area 
created by the bubbles. 
Thus, Emko Vaginal Foam assures maximum spermicidal exposure... with 
a minimum weight of material. 


No douching...it vanishes after use © Absolutely no greasiness or “after-mess” 
© No diaphragm ... the foam does the blocking © No irritation for husband or wife 








MARGARET SANGER RESEARCH BUREAU/INTERIM REPORT 


in the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from one 
to 22 months by 362 patients, with a total of 12 unplanned preg- 
nancies. Seven of the pregnant patients admitted irregularity in 
the use of Emko. 

Two planned pregnancies had also occurred after stopping the 
use of Emko. A.J. SOBRERO, M.D, Research Director 


* PAT. NO. 2,943,979, OTHER PATS. PEND, 
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(Continued from page 1167) 
membership in the Florida Medical Association 


for 27 years. He was also a member of the Ameri- 
can Medical Association, the American Academy 
of Preventive Medicine, the Florida Public Health 
Association, of which he was a past president, the 
American Public Health Association, and the 
Florida Association of County Health Officers, of 
which he was also a past president. In addition, 
he was a charter member of the American Asso- 
ciation of Public Health Physicians. 

Surviving are the widow, Mrs. Frances Rich- 
ards Chappell, of Tampa; two daughters, Miss 
Lindsey Chappell, a student at Jacksonville Uni- 
versity, and Mrs. Hugh Barnett, of Tampa; two 
step-children, Miss Gwen Anderson and John 
Anderson, both of Tampa; his mother, Mrs. A. R. 
Chappell, of Jacksonville; a sister, Mrs. Harris 
G. Sims, of Lakeland; two brothers, Henry Chap- 
pell and Thomas Chappell, both of Jacksonville, 
and one grandchild. 








Ralph J. Greene 


Dr. Ralph J. Greene of Perry died on Aug. 
3, 1960 at his Dekle Beach residence near that 
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city. He was 72 years of age. Death was attribut- 
ed to a heart attack. 

Born at Georgetown, Ga., 
was educated in his native state. He received 
his medical training at Emory University School 
of Medicine in Atlanta and was awarded the de- 
gree of Doctor of Medicine by that institution in 
1914. He came to Florida that same year, first to 
visit the late Dr. Collins in Perry and later to 
enter the general practice of medicine there. After 
serving as a captain in the Army Medical Corps 
in World War I, he returned to re-establish his 
practice in Perry. Locally, he was a member of the 
medical staff of Doctor’s Memorial Hospital. 
Prominent in civic affairs for many years, he held 
membership in the Elks Lodge, the Masonic 
Lodge, the York Rite Body of Monticello, the 
Shrine of Morocco Temple, the Perry Shrine Club, 
the American Legion and the Rotary Club. He 
was a member of the First Baptist Church of 
Perry and a director of the local Florida National 
Bank. 

Dr. Greene was a member of the Taylor Coun- 
ty Medical Society and served as its secretary 
from 1955 to 1957. He was a life member of the 
Florida Medical Association, hay ng held mem- 
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Testosterone 2.5 mg. « d-Amphetamine Sulfate 
A (Acetate) 5,000 U.S.P. Units ¢ Vitamin D 500 U.S.P 
| U.S.P. Unit (Oral) * Thiamine Mononitrate (8,) 5 mg. 


5 mg. © Calcium Pantothenate 5 mg. 


Each capsule contains: po Estradiol 0.01 mg. ¢ Methyl 
2.5 mg. © Vitamin 
i Units « 
| Vitamin By. with AUTRINIC® Intrinsic Factor Concentrate PT hang 
¢ Ribo- 
flavin (B,) 5 mg. © Niacinamide 15 mg. ¢ Pyridoxine HCI (B,) 
0. ¢ Choline Bitartrate 


-way support 
for the 
\ aging patient... 


», IMPROVES MENTAL OUTLOOK 


ASSISTS PROTEIN UPTAKE 
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AIDS NUTRITIONAL INTAKE 


YRESTIN- 


Geriatric Vitamins-Minerals- Hormones-d-Amphetamine Lederle 


50 mg. ¢ I-Lysine Monohydrochloride 25 mg. ¢ Vitamin jitamin E 
(Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. 
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CaHPO,) 27 mg. Fluorine (as CaF.) 0.1 mg. * Copper (as CuO) 
1 mg. ¢ Potassium 1 K,SO,) 5 mg. © Manganese (as Mn0,) 
1 mg. © Zinc (as ZnO) 0.5 mg. : Magnesium (MgO) 1 mg. * Boron 
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Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 


He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 

These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


© 3 ; 
©Florida Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C. 
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DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 


FOR GENERAL PRACTICE.” . 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what’s more, while Dornwal most 
assuredly tranquilizes, it won’t interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist’’, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when ad da 


ini t ded dosages. 
Maltbie Laboratories Division, 
Wallace & Tiernan Inc., Belleville 9, N. J. 
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bership for 36 years, and he was also a member 
of the American Medical Association. 

Surviving are the widow, Mrs. Sallie Groover 
Greene, and one son, Jimmy Greene, both of 
Perry; one daughter, Mrs. Robert E. Lassiter Jr., 
of Lake Wales; three sisters, Mrs. C. F. Roberts, 
of Fort Gaines, Ga., and Mrs. J. C. Balkcolm 
and Mrs. Mamie Wilson, of Blakely, Ga.; and 
four grandchildren. 





Henry Lester Tippins 


Dr. Henry Lester Tippins of Miami died on 
Nov. 12, 1960 in that city. He was 72 years of 
age. Burial took place in Claxton, Ga. 

Born in Daisy, Ga., in 1888, Dr. Tippins re- 
ceived his medical schooling at the Atlanta College 
of Physicians and Surgeons, now Emory Uni- 
versity School of Medicine. He was awarded the 
degree of Doctor of Medicine by that institution 
in 1913. He engaged in the private practice of 
medicine in his native state for a number of years 
before coming to Florida 21 years ago. He moved 
from Baxley, Ga., to Miami in 1940 and entered 
the practice of pediatrics. Despite serious chronic 
illness, he carried on an active practice through 
the years although for some eight or 10 years he 
was so severely handicapped that he could see 
only a few patients occasionally in his home. He 
was a thirty-second degree Mason and a deacon 
in Miami’s Central Baptist Church. 

Dr. Tippins was a member of the Dade Coun- 
ty Medical Association and the Florida Medical 
Association. He also held membership in the 
American Medical Association and the Florida 
Pediatric Society. 

Survivors include the widow, Mrs. Bonnie 
Tippins, of Miami; a son; a daughter; four broth- 
ers, and five sisters. 





Robert Raines Harriss 


Dr. Robert Raines Harriss died at his resi- 
dence in Hollywood on Nov. 19, 1960, after a pro- 
longed illness. He was 53 years of age. 

Dr. Harriss was born in Blakely, Ga., on Nov. 
18, 1907, and was graduated from Blakely Un- 
ion High School as valedictorian of his class. He 
received his academic schooling at Emory Uni- 
versity and was awarded the A.B. degree, cum 
laude, in 1928. For his professional training he at- 
tended the Johns Hopkins University School of 
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neo Bromth 





It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY © Chattanooga 9, Tennessee 
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Medicine, receiving his M.D. degree in 1932. After 
serving an internship at the Harriet Lane Home 
for Invalid Children in Baltimore, he was a resi- 
dent in pediatrics at Bellevue General Hospital 
in New York City from 1933 to 1935. He then 
entered the private practice of pediatrics in Holly- 
wood, where he was associated with Dr. Elbert 
McLaury and was a co-founder of the Hollywood 
Clinic and Hospital. He was on the staff of the 
Broward General Hospital and the South Brow- 
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NEW MEMBERS 








The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Active 


Blanton, Russell P., Cross City 
Cloud, I. Graydon, Lakeland 

















ard Memorial Hospital. Locally, he was a member Echelman, Gilbert M., Tampa 
of the First Baptist Church and a director of Gaines, Gartrell J. Jr. (Col.), West Palm 
The Home Federal Savings and Loan Association. Beach 
A member of the Broward County Medical Jackson, Joseph H. Jr., Palatka 
Association, Dr. Harriss had for 26 years held Jorgensen, Niels B. Jr., Cocoa 
membership in the Florida Medical Association. Kennedy, James R., St. Augustine 
He was also a member of the American Medical McRae, Barney E. Jr., Lake City 
Association, the Southern Medical Association, Madry, John G. Jr., Melbourne 
and the Florida Pediatric Society, and was a fel- Palmer, Robert C. Jr., Pensacola 
low of the American Academy of Pediatrics. Sinnett, James M., Plant City 
Dr. Harriss is survived by his widow, Mrs. Wynn, Mark F., Marathon 
Mary Jane Harriss, of Hollywood; and a brother, 
A. D. Harriss, of Blakely, Ga. 


Associate 


Bonner, Octavius B. Jr., Daytona Beach 
Cannon, Curtis W., West Palm Beach 
Cohen, Alan B., Miami 

Elgin, Lee W. Jr., Tallahassee 


The distinctive PREMIERE suite 
By #lamilton. 


Smartly styled and finished entirely in lifetime ma- 
terials. Wood-grained Formica in gray or cream, 
satin-finish stainless steel and bright chrome create 
a contemporary, fully Professional atmosphere — and 
the Premiere will keep its dignified look for a lifetime. 
Five essential pieces in the suite; table, instrument 
cabinet, treatment cabinet, waste receptacle and stool. 
The table is extra large and has a new contour 
upholstered top to give patients more comfort and 
security. Other innovations on the table include ad- 
justable chrome legs for leveling or raising the table. 
The usual features of Hide-A-Roll, treatment basin 
and pull-out step are included. 














Versatility is the keynote of the Premiere suite. The upper section of the instrument cabinet can be 
used separately as a wall cabinet and the lower section as a treatment stand. This option allows a greater 
variety of room arrangement according to personal preference and requirements. 


See the new Premiere and other Hamilton suites in wood and steel now. 


Cinderson Surgieal Supply Co. 


ESTABLISHED 1916 


Phone CHerry 1-9589 Phone ORange 1-5647 Phone Ringling 6-0253 Phone 2-8504 
1616 a, Grease Ave. 9th St. & 6th Ave, S. 1934 Hillview St. Morgan at Platt 
o 


Phone FRanklin 6-8422 
729 S.W. 4th Ave. 


St, Petersburg Sarasota Tampa Gainesville 














J. Ficsrpa M.A. 
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Proven 


in over six years of clinical use and | 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
1 tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules .. 


Meprospan’' |} 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 
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BOOK REVIEWS 











Fundamentals of Clinical Hematology. By 
Byrd S. Leavell, M.D., and Oscar A. Thorup Jr., M.D. 
Pp. 503. Illustrated. Price, $10.00. Philadelphia, W. B. 
Saunders Company, 1960. 

This comprehensive, but not encyclopedic, volume 
serves the diagnostic and therapeutic needs of the intern- 
ist or family physician who is not a hematologist. The 
authors begin with a clear description of the morphology 
and function of blood cells and then discuss the problems 
of anemia. They present in detail the 18 major types of 
anemia and a well rounded picture of the problems in- 
volved in polycythemia. Description of blood coagulation 
and hemostasis leads into sound and clinically meaningful 
advice on the 17 major disorders of clotting. Basic infor- 
mation is set forth on mechanisms of production of white 
cells—their function, normal values, physiologic varia- 
tions, and variations associated with disease. Specific 
disorders of leukopoiesis are taken up with particularly 
thorough coverage of infectious mononucleosis. Two chap- 
ters deal with leukemia and malignant lymphoma and 
their treatment. The final chapter presents clearly and 
succinctly a description of office and hospital laboratory 
procedures useful in hematology. The entire book is well 
documented with some 1,500 up-to-date references. Photo- 
graphs and diagrams are carefully chosen to acquaint the 
reader with normal appearances, significant abnormalities, 
and important metabolic processes. Case histories are 
used where they help demonstrate principles of diagnosis 
and management. This is a useful working volume in 
understanding the more common blood disorders, helpful 
to practicing physician and student alike. 


Anatomy. A Regional Study of Human Structure. 
By Ernest Gardner, M.D., Donald J. Gray, Ph.D., and 
Ronan O’Rahilly, M.Sc..M.D. Pp. 999. Illus. 632. Price, 
$15.00. Philadelphia, W. B. Saunders Company, 1960. 
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This unusual anatomy text is boldly designed to meet 
the changing needs of today’s students. It also affords 
the practitioner a new appreciation of basic anatomy for 
the subject is portrayed as an area in which knowledge 
is always advancing. The approach of the volume is 
regional. Text and illustrations follow along the natural, 
main subdivisions of the body, directly correlating with 
the student’s dissection room experience. Systemic con- 
siderations are included where pertinent in the regional 
discussions. Surface, radiographic, and living anatomy 
are beautifully pictured and explained. The 568 unusual 
drawings demonstrate difficult anatomic relationships not 
readily apparent in the “realistic” atlas. Paris Nomen- 
clature of 1955 is used throughout, with older synonyms 
noted at least once. Among the helpful features are 
many carefully chosen references and a separate glossary 
of eponyms. 





BOB WAGNER X-RAY 


BEAT THE DOLLAR SHORTAGE 
BUY AMERICAN MADE X-RAY FILM 


BUY ANSCO FROM 
BOB WAGNER X-RAY 


P. O. Box 8161 
Jax 11, Florida 
RA 4-3434. 














COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 
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J. Van Liere. Pp. 141. Price, $3.00. New York, Vantage 
Press, 1960. 

This brief series of essays makes interesting reading, 
although there is some tendency to redundancy. This 
possibly can be explained by the fact the essays were 
written over a period of time under varying circum- 
stances. Dr. Van Liere, Dean of the School of Medicine 
at West Virginia University, is a true member of the 
Baker Street Clan and evinces considerable knowledge 
of the subject. He spends, however, as much or more 
time on Dr. Watson as he does on Holmes, possibly 
understandably so, as it is physician writing about phy- 
sician. He almost writes the essays in a biographical 
vein. In these pages, he covers the weather, anatomy, 
traumatic conditions, surgical and medical conditions, 
endocrinology, botany, chemistry, genetics, zoology, phys- 
iology, pharmacology and therapeutics in general prac- 
tice. Reading this volume will certainly rekindle an inter- 
est in the works of Conan Doyle’s heroes. 

The print is clear, but several gross compositor’s 
errors were noted in the book. 

W. D. S. 


Encyclopedia of Medical Syndromes. By 
Robert H. Durham, M.D., F.A.C.P. Pp. 628. Price, $13.50. 
New York, Paul B. Hoeber, Inc., 1960. 

Syndromes, in one sense of the word, have come to 
be rather a nuisance. Even the definition of this term is 
questionable. Some believe it to mean a pattern of patho- 
logical findings while others associate it with a mosaic 
of physiological signs and symptoms. As long as syn- 
dromes remain descriptive most physicians appreciate 
them, but disregard is exhibited wien the term becomes 
eponymic, that is, bearing the name of an individual. 
Not belittling our medical ancestors because many of 
these pioneers are deserving, but it becomes ri liculous 
when every Dr. Where and Dr. Elsewhere starts sin- 
dreaming of syn-droming. There is no single text or 
volume that could possibly be current on syndromes be- 
cause with the dawn of each morning a new syndrome 
is born. As long as doctors have names there will be 
syndromes. There should start a new specialty specific 
for these physicians and call it syndromic medicine. 
Regardless, syndromes are here to stay, and apparently 
the author in this faith decided to help the matter by 
attempting to correlate these constant patterns into some 
form for the sake of clarity. There is little doubt that 
many years were spent in preparing this interesting en- 
cyclopedia of over 1,000 recognized syndromes. Each is 
presented with descriptions, etiology, signs and symptoms, 
pathology, therapy and prognosis. He has cross-indexed 
them for rapid location and included synonyms for com- 
parative reasons. The index has been arranged in a man- 
ner to be of great help. For those who encounter the 
problem of being harrassed regarding syndromes, espe- 
cially the medical student and resident trainees, this dic- 


tionary covers the subject masterfully. 
Clifford C. Snyder, M.D. 








A Doctor Enjoys Sherlock Holmes. By Edward 
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MIAMI MEDICAL CENTER 


P. L. Dopce, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
therapy, Insulin, Electroshock, Hydrotherap 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
—- Cruising and fishing trips on hospital 
yacht. 


Information on request 
Member American Hospital Association | 





THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 


MRS. A. H. DUVALL GLENWOOD, FLORIDA 

















HATEVER your first requi- 

sites may be, we always 

endeavor to maintain a 
standard of quality in keeping 
with our reputation for fine qual- 
ity work — and at the same time 
provide the service desired. Let 
CONVENTION PREss help solve 
your printing problems by intelli- 
gently assisting on all details. 


QUALITY BOOK PRINTING 
PUBLICATIONS xx BROCHURES 


CONVENTION 
PRESS 


218 West CHURCH ST. 


JACKSONVILLE, FLORIDA 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 


RICHMOND, VIRGINIA 


A private hospital for diagnosis and treatment of psychiatric and neurological 


patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic disorders, 


mood disturbances, social adjustment problems, involutional reactions and selective 








psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. Wem M. TuCKER 
Dr. GeorcE S. FULTz, Jr. Dr. AMELIA G. Woop 





























HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with 








A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 

The OUT-PATIENT CLINIC offers diagnositc services and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CarroLt, M.D. Rosert L. Crarc, M.D. Joun D. Patron, M.D. 
Medical Director Associate Medical Director Clinical Director 
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Leo M. Wachtel, Jacksonville........ 
Willard E. Manry Jr., Lake Wales.. 


I. Irving Weintraub, Gainesville... 
Richard S. Hodes, Tampa................ 
Ivan C. Schmidt., W. Palm Beach 
Jack H. Bowen, Jacksonville........ 
J. Basil Hall, Tavares................... 
Fred H. Albee Jr., Daytona Beach 
William C. Blake, Tampa................ 
Irwin Perlmutter, Coral Gables...... 
T. Bert Fletcher Jr., Tallahassee.... 
Kenneth S. Whitmer, Miami.......... 
Michael DiCosola, Sarasota............ 
John B. Miale, Miami.................... 
J. K. David Jr., Jacksonville 
Joseph E. O’Malley, Orlando 
Don C. Robertson, Orlando............ 
Samuel G. Hibbs, Tampa................ 
John S. Stewart, Ft. Myers 
Donald W. Smith, Miami . 
Richard M. Fleming, Miami 
H. Lawrence Smith Jr., 
pee 


P. A. Vestal, Winter Park................ 
Lloyd L. Newhouser, Miami........... 
Mr. C. DeWitt Miller, Orlando... 
Russell B. Carson, Ft. Lauderdale 
Joseph J. Zavertnik, Miami........ .. 
Morris B. Seltzer, Daytona Beach 
Wallace Mayo, Pensacola................ 
Gibson Hooten, Clearwater.............. 
Joseph F. McAloon, Hollywood... 
Robert T. Spicer, Miami................. 
Mrs. Idalyne Lawhon, Tampa........ 
L. W. Watson Jr., Marianna.......... 
Duke Peters, Jacksonville................ 
George H. McCain, Tallahassee...... 
W. E. Arnold, Lakeland.................. 
Mrs. John M. Butcher, Sarasota... 
E. Vincent Askey, Los Angeles...... 


Edwin H. Lawson, New Orleans.... 
Milford B. Hatcher, Macon............ 
N. Lewis Bosworth, Lexington, Ky. 
Gene Kidd, Nashville, Tenn............. 
DeWitt C. Daughtry, Miami 





Samuel M. Day, Jacksonville........ 
A. MacKenzie Manson, Jacks’ville 


Ben A. Johnson Jr., Jacksonville. 
J. Thomas Atkins, Jacksonville... 

Harold W. Johnston, Orlando ... 

William C. Croom Jr., Jacksonville 
James O. Bond, Jacksonville 
John H. Mitchell, Jacksonville... 
Charles K. Donegan, St. Petersburg 
David H. Reynolds, Miami 
Sam W. Denhan, Jacksonville........ 
Joseph W. Taylor Jr., Tampa........ 
Theodore Norley, W. Palm Beach 
John A. Shively, Bradenton.......... 

John H. Cordes Jr., St. Petersburg 
John M. Hamilton, St. Petersburg 
Matthew A. Larkin, Miami........... 
Merton L. Ekwall, Jacksonville... 
Alfred G. Levin, Miami.................. 
Charles Larsen Jr., Lakeland............ 
Emmet F. Ferguson Jr., Jacks’ville 
Henry C. Hardin Jr., Miami........ . 


M. W. Emmel, Gainesville............ 
Faye Simington, Miami.................... 
Mr. H. A. Schroder, Jacksonville.. 
John T. Stage, Jacksonville............ 
Lorenzo L. Parks, Jacksonville...... 
George F. Schmitt Jr., Miami....... 
Munroe Farber, Vero Beach 
Mrs. Alvin Savage, Miami Bch...... 
J. A. McDonald, Apalachicola....... 
Homer L. Pearson Jr., Miami........ 
Mrs. Maurine Finney, Miami........ 
Mr. R. Q. Richards, Fort Myers... 
Everett H. Williams Jr., Jacks’ville 
Dwight J. Wharton, Jacksonville 
Mrs. R. H. McIntosh, Port St. Joe 
Mrs. Richard V. Meaney, Palmetto 
F. J. L. Blasingame, Chicago........ 


Robert F. Butts, Birmingham, Ala. 
John T. Mauldin, Atlanta............ ... 
J. L. Campbell, Orlando.................. 
G. C. Long Jr., Montgomery, Ala. 
Hawley H. Seiler, Tampa................ 








Miami Beach, May 25-28, 61 
Miami Beach, May 27-28, ’61 
Miami Beach, May 27-28, ’61 


Miami Beach, May 27, ’61 
” ” ” ” ” 


Miami Beach, May 28, ’61 

Miami Beach, May 27, 61 

Miami Beach, May 28, ’61 
” ” ” ” »” 


»” »” ” ” ” 
Miami Beach, May 27, ’61 

” ” ” ” ” 

” »” ” ” ” 


Miami Beach, May 27-28, ’61 


Miami, June 10, ’61 


Miami Beach, May 25, 61 


Miami Beach, Oct. 18-20, ’61 
Miami Beach, May 21-24, 
Miami Beach, May 27-28, ’61 


Miami Beach, June 25-27, ’61 


Bal Harbour, May 21-24, ’61 

Jacksonville, Oct. 5-7, 61 

Jacksonville, April 28-29, ‘ol 
” ” 


Miami Beach, May 25-28, '61 
New York City, June 25-30, ’61 
Denver, Nov. 27-30, ’61 
Dallas, Texas, Nov. 6-9, ’61 
Atlanta, May 7-10, ’61 


Memphis, April 19-21, 61 
Memphis, Nov. 16-18, 61 








BRAWNER’S SANITARIUM, nc. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 


AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 
Approved by Central Inspection Board of American 
Psychiatric Association and the Joint Committee 
on Accreditation 
Jas. N. Brawner, Jr. M.D. Medical Director 
Phone HEmlock 5-4486 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 


Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arture Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 
Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospita!s 




















HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 









Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 











CL 
JO 
EL 
SA 
RA 








J. F-orta M.A. 
Apr::., 1961 
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FLORIDA MEDICAL ASSOCIATION 
OFFICERS, COUNCILS AND COMMITTEES 


OFFICERS 

LEC M. WACHTEL, M.D., President. . . . Jacksonville 
S. CARNES HARVARD, M.D., 

Pi cnaaecasaneses ye erens Brooksville 
CLYDE O. ANDERSON, M.D., 

lle ee St. Petersburg 
JOSEPH S. STEWART, M.D., 

Smee BE Te BND oo en sc cs doce cesevien Miami 
EUGENE G. PEEK JR., M.D., 

OE RE SS re Ocala 
SAMUEL M. DAY, M.D., 

ee oe ee Jacksonville 
RALPH W. JACK, M.D., 

Immediate Past President................ Miami 

EXECUTIVE DIRECTOR 

W. HAROLD PARHAM..............: Jacksonville 


BOARD OF GOVERNORS 
LEO M. WACHTEL, M.D.,* 


oS SU eee Jacksonville 
S. CARNES HARVARD, 

8 ee re Brooksville 
CLYDE O. ANDERSON, 

ae eee St. Petersburg 
JOSEPH S. STEWART, M.D...Ex Officio. ...Miami 
SAMUEL M. DAY, M.D.*..Ex Officio. . Jacksonville 
RALPH W. JACK, M.D.*..PP-62........... Miami 
JERE W. ANNIS, M.D.*7..PP-61........ Lakeland 
WALTER E. MURPHREE, 

SS ae eee er ere Gainesville 
ALPHEUS T. KENNEDY, M.D...A-62...Pensacola 
H. PHILLIP HAMPTON, M.D.. .B-63....... Tampa 
MEREDITH MALLORY, M.D...C-61...... Orlando 
WARREN W. QUILLIAN, 

Se Sree Coral Gables 
JOHN D. MILTON, M.D.. .S.B.H.-61........ Miami 


FRANCIS T. HOLLAND, 
M.D...AMA Delegate-61............ Tallahassee 
*Executive Committee 
tPublic Relations Officer 
Subcommittee 
Florida Medical Foundation 
EDWARD JELKS, M.D 
General Practitioner of the Year Award 
Executive Committee 
—— American Relations 
(BeT\ i Se A A Ro "ee Miami 
JOHN Zz. KILPATRICK, M.D i 


Jacksonville 























Miami 
Motes Hypnosi 
WILLIAM C. ROBERTS, aD. Chm P City 
FRANK T. KURZWEG, "M.D Miami 
“o's ek North Miami 
LEO S. WOOL, M.D Miami 
JOSEPH PF‘ RC —E Es St. Augustine 
COUNCIL ON ALLIED PROFESSIONS 
AND VOCATIONS 
W. TRACY HAVERFIELD, M.D., Charme... .ccncccccccccseseesemee Miami 
Committees 
Dentistry—J. CASTES TAYLOR, 
Jacksonville 





-D., Chm 
Law—W. TRACY WAVERFIELD, 

















M. Chm.-6 Miami 

Medical  Secretari = & Assistants— 
ENSOR R. DUNSFORD jR., 

M.D., Chm ksonvilie 
Medical ‘“leidens MERRILL WiIORTON, 

M. 1 Jacksonville 
Nursing THOMAS C. KENASTON SR., 

M.D., Chm Cocoa 
Phavtncy GEORGE F. SCHMITT JrR., 

Miami 





M.D., m.-61 
Physical’ Therapy—ROBERT P. KEISER, M.D., 
Chm.-61 Coral Gables 
Veterinary Medicine—WILLIAM J. PHELAN, M.D 


Chm.-61 Jacksonville 
= Technicians—JOHN P,. FERRELL, 
.D., Chm.-61 








St. Petersburg 





JUDICIAL COUNCIL 
HOMER L. PEARSON JR., M.D., Charme. ennceeeeeeenoneeee Miami 


GRIEV ANCE 
FRANCIS H. LANGLEY, M.D., Chm... 





St, Petersburg 








JOHN D,. MILTON, M.D : Miami 
WILLIAM C. ROBERTS, M.D P. City 
JERE W. ANNIS — Lakeland 





RALPH W. JACK, M Miami 
MEDICAL LICENSURE 
HOMER L. PEARSON JR a Miami 


MADISON R. POPE, M.D. 
THOMAS Jj. BIXLER, M.D.....AL-61 











MEMBERSHIP AND DISCIPLINE 











District 1—C, FRANK CHUNN, M.D.....61 .Tampa 
N. WORTH GABLE, M.D......64 ‘St. oo 
District 2—ASHBEL C. WILLIAMS, M.D......6 Jacksonville 
RAYMOND H. KING, M.D.......63............ Jacksonville 
District 3—-GEORGE H. GARMANY, M.D......63...Tallahassee 
SIDNEY G. KENNEDY JR. M.D......62.....Pensacola 

District a avers, 
e Chm......64........ ...Miami Beach 
FRAZIER J. “PAYTON, I acces Miami 
District 5—-DUNCAN T. paAn a loreal 61. Orlando 


HERBERT E. WHITE, M.D......64........St, Augustine 


District a K, HERPEL, 
_ W. Palm Beach 

MILES J. BIELEK, M.D.......63...........Fort Lauderdale 

District 7—GORDON H. McSWAIN, M.D 3 
JOHN M. BUTCHER, M.D... 








..... Arcadia 
Sarasota 











District 8—THOMAS H, BATES, M.D.....64............Lake City 
WILLIAM C. THOMAS SR., 
M.D., Chm......61 Gainesville 
ARCHIVES 
CLIFFORD C. SNYDER, M.D., con 
SAMUEL S. LOMBARDO, M_D.....A-63 
RAYMOND H. CENTER OD i: 1 
” M.D... ~C64. 








DANIEL H. MATHERS 
SCHEFFEL H. WRIGHT, M.D... 


COUNCIL ON LEGISLATION 
AND PUBLIC AGENCIES 


H. PHILLIP HAMPTON, M.D., Chm 








STATE LEGISLATION 














WALTER J. GLENN JR., ” M.D... rom 61. 
Subcommittee 

Liaison with State Agencies 
EDSON J. ANDREWS, M.D., Chm 
PAUL S. JARRETT, M.D—Alcoholic Rehabilitation.......... _Miami 
H. PHILLIP HAMPTON, M.D. (H.S.1.) S.B.H................ Tampa 
WILLIAM bf RICHARDSON, M.D. 




















CH.L.) S Graceville 

GEORGE S. Peny M.D.— 
ildren’s Commission Tallahassee 

EDSON J. ANDREWS, M.D.— 

Council for the Blind... Tallahasse 
FRED MATHERS, M.D.— 

Crippled Children’s Comm Orlando 
ALBERT E. McQUAGGE, M.D.— 

Div, of Child Training Marianna 
RAYMOND Jj. FITZPATRICK, M.D.— 

Div, of Correctio: Gainesville 





WILLIAM M. C. WILHOTT, M.D.— 
Div. of Mental Health P 
WARREN W. QUILLIAN, M.D.— 

















Education Dept Coral Gables 
CHARLES LARSEN jR., M.D.— 

Industrial Com Lakeland 
EUGENE G. PEEK JR., M.D.—Public Welfare... Ocala 
LAWRENCE E. GEESLIN, M.D.— 

Tuberculosis Board Jack ille 
LUTHER C. FISHER JR., M.D.— 

Vocational Rehabilitation............ Pensacola 




































































1196 
NATIONAL LEGISLATION 

H. PHILLIP HAMPTON, M.D., Chm Tampa 
JERE W. ANNIS, M.D Lakeland 
EDWARD R. ANNIS, M.D Miami 
MADISON R, POPE, M.D Plant City 
LEO WACHTEL JR., M.D Jack ille 
FRANCIS T. HO D, M.D Tallah 
RALPH W. JA M.D. Miami 
LEROY H. oH :, M.D Leesburg 
WALTER G M. Fort Lauderdale 
MELVIN M. SIMMONS eo Sarasota 
WALTER E. MURPHREE, M Gainesville 
Subcommittee 

Liaison with Federal Agencies 
ROY E, CAMPBELL, M.D., Chm Palatka 
BURNS A. DOBBINS JR., M.D.— 

] of a a Fo 
TERE W. S, M. Dept. Health, 

Education and eh ts Lakeland 








ROBERT H. ey a —Dept. of Justice...__.Tallahassee 
P. G. BATSON hese, et of Labor.....................Pensacola 
ROY E. CAMPB M.D.—Dept. of Veterans Adm.....Palatka 
COUNCIL ON MEDICAL ECONOMICS 
FLOYD K. HURT, M.D., Chm Jacksonville 








ADVISORY TO BLUE SHIELD 


RALPH M. M+ ‘penpenemmental jR., M.D., 
Chm. W. Palm Beach 
















































































4s a ©. GROOM jR., M-D...AL-61 Ld ceastoanicceee Jacksonville 

EARL G. WO M.D...... P l 

H. LAWRENCE SMITH in” aD —- A- <3 PE. Tallahassee 
. KETCHUM, M.D.....A-63 Tallah 

ZZARD »_M.D....A-64._.._......... Jacksonville 

a 61 Fort Myers 

J Rm: SS '  . Park 

eoveeuel-63 Lak d 

— 

Orlando 

sess aytona Beach 

T Miami 

EL G. mR 62. Miami Shores 

AMES L. ANDERSON, “M.D... ...D-63 Miami 

UGH J. FORTHMAN, M.D......D-64 Miami 

COMMERCIAL HEALTH INSURANCE 
DUNCAN T. McEWAN, M.D., Chm.......C-62..........0 Orlando 
BURNS A, DOBBINS JR., M.D......AL-61.................. Fort Lauderdale 
JOHN H. RRY, M.D.....A- k 
EUGENE ‘ MAXWELL, M.D.......B-63 Tampa 
HUNTER B, ROGERS, M.D... _D-61 Miami 
ae... 5 ge agg 

ROBER Oc esscsscicnstnsccceetesed Orlando 

HENRY YT Bc taghes MED = [3 =e Gainesville 

WILLIAM AM J. DEAN. Mie 62 St, Pet a 

ersbur; 

RALPH S, SAPPENFIELD, M.D...D-64 Miami 

INDUSTRIAL MEDICINE 

CHARLES LARSEN JR., M.D., Chm......B-62..................--.. Lakeland 

LLOYD J. NETTO, MD... 6. es W. Palm Beach 

LEROY ee KNET MD... ....AL-61 Leesburg 

MAURICE M — » eS eee ltt 

. G. BATSON JR., ENFIELD. P. L 





MEMBERS INSURANCE 











FLOYD K, HURT, M.D., Chm......A-64 Jack ille 
SHERMAN . FORB ES, a ae Tampa 
MELVIN M. SIMMONS mg D......B-63 Sarasota 

ey en D. 7 jae ....Daytona Beach 





BENNETT J 
L. WASHINGTON 


COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS 





WALTER J. GLENN JR., M.D., Chm.....................Fort Lauderdale 
HOSPITALS 

WALTER J. GLENN JR., M.D... > = C-64.....Fort Lauderdale 

Cc. BU iG ROESCH, cr Jacksonville 

ar SQUIRES M.D......A-61 ....-....-....-.---.---... Pensacola 

D.....B-63 Plant City 





MADISON R 
JACK Q. iaderatine M.D....D 


INTERNSHIPS AND RESIDENCIES 
HUGH CARITHERS, M.D., Sim. SS J fosieonetis 


GD anecesesereerereereeereeee-COVEE Gables 








RALPH S EA. MONACO, MD. ~_D-63 Miami 
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PHYSICIAN PLACEMENT* 
MELVIN M. SIMMONS, M.D., Chm....B-62........... Sarasota 








RICHARD C. CLAY, MD.._AL-61 Miami 

RICHARD BSINNOET Wi ee a teens 
aot, Fort Pi 

HOMER L. PEARSON JR., M.D...D-64 Miami 





*This committee shall also ’ serve as advisory committee to th 
Board of Health for Medical Student Scholarships. ' 


MEDICAL SCHOOLS 





























EDWARD W. CULLIPHER, M.D., Chm Miami 
THOMAS O. OTTO, M.D....AL-61 Miami 
er oe K. _ SHOREY, M.D.—Faculty, n 
a 
cae =. HARRELL, M.D.—Faculty, eee 
U. of Florida Gai ille 
WALTER E. MURPHREE, M.D.— 

Alachua Co. Med. Soc. A-62 Gainesville 
EDWARD W CULLIPHER, M.D.— 

Dade Co, Med. Assn. D-63 Miami 
JAMES N. PATTERSON, M.D.._...B-61 Tampa 
BRADFORD C. WHITE, DM Do 64 een enaneveneeenenceeseeeeee-- Or and 

COUNCIL ON MEDICAL SERVICES 
MARION W. HESTER, M.D., Chm Lakeland 
AGING 
io i nero. M.D. Chm....064... Fort Lauderdale 

ORG KARELAS, M.D....AL-61_.................. Newberry 
ALBERT. V HARDY, M.D......A-62. Jacksonville 
JAMES A. WINSLOW oe ee Tampa 
SAMUEL "GERTMAN, | he areenamanaenaaE: Miami 


ARKLIN JOHNSON, M.D., Chm...... C63 
GRETCHEN V. SQUIRES, M.D....AL-6 
MERRILL WHORTON, MD.7A-62 
SAMES N. PATTERSON, M.D.__B-61... 
O. WHITMORE BURTNER, M.D....D-64.. 











— « 
ROBERT " DICKEY, M.D., Chm.....D-62..................-. Miami 
WILLIAM VAN NORTWICK, M. D. ae Oat 61...... Jacksonville 
— J. "BAER, M.D......A-63 Pensacola 
FRANK T. LINZ, M.D.....B-64 Tampa 
FRANK C. BONE, M.D....C-61 Orlando 





CHILD HEALTH 











WARREN W, OUILLIAN, M.D., Chm...AL-61...Coral Gables 
J. K. DAVID JR., M.D....A-61 ville 
IRVING E. HALL JR., M.D....B-64 Bradenton 
ANDREW W. TOWNES JR.,M.D.C-63- Orlando 
ROBERT F. MIKELL, M.D.....D-6 §. Miami 









RI 
EDSON | § ANDREWS, M.D... AL-61 
LLIAM J. KNAUER JR. = 
TAURIE R. TEASDALE, M.D.....C- ° 
KENNETH S. WHITMER, M.D....D-64 a -escscccceoccenooen Miami 


EMERGENCY MEDICAL SERVICE 

































































CORREN P. YOUMANS, M.D., Chm....D Miami 
LAURIE J. ARNOLD jk. M.D AL Lake City 
F. GORDON cin ksonville 
THEODORE C. KERAMIDAS, MDB ee: Wit S Haven 
W. DEAN STEWARD, M.D... Orlando 
INDIGENT CARE 
ROBERT L. TOLLE, M.D., Chm. ..C-62.cccccccceo-n-! Orlando 
SIDNEY E. DAFFIN, M.D....AL-61 P City 
WARD JELKS, M.D....A-64 Jacksonville 
H. PHILLIP HAMPTON, M.D.._B-63 Tampa 
NELSON ZIVITZ, M.D....D-61 Miami Beach 
LABOR 
JAMES E COUSAR II, MD. Chm... AL-61_] acksonville 
OLLIN F. BAKER JR., M.D....B-6 Tampa 
PAUL F. BARANCO, MD. Aa P 
THEODORE J. KAMINSKI, M.D....C-62 Melbourne 
EDWARD R. ANNIS, M.D....D-61 Miami 
MATERNAL WELFARE 
J. M. INGRAM JR., M.D., Chm....AL-61_........ Tampa 
JOSEPH W. DOUGLAS, M.D ‘a ‘K-62 P la 
. z. WATSON, M.D.....B-6 Lakel 
WILLIAM V. ROBERTS, MD. mors Sanford 
RICHARD F. STOVER, M.D... Miami 














J. Fo ora M.A, 
Apr 1, 1961 


MENTAL HEALTH 
WI! LIAM M. C. WILHOIT, M.D., Com. = Pensacola 








SULLIVAN G. Ms M.D.._AL-61 ille 
ZACK RUSS M.D......B-61 Tampa 
JAMES W. E TiN _. =: = “Tiockledge 

Miami Beach 


BERNARD GOODMAN, M.D....D-63............ 


PUBLIC HEALTH 


M. &UGENE FLIPSE, M.D., Chm._.D-62________ Miami 
GOKDON H. . Paine Mp ‘M.D.__AL-61___.. Arcadia 











LORENZO Se * ee Jacksonville 
LEFFIE M. ARLTON jR., M.D._B-63_. “Tampa 
CLARENCE L ABRUMBACK, M.D....C-64.._..W. Palm Beach 
RURAL HEALTH 
GEORGE W - KARELAS, M.D., Chm.....A-64.............. Newberry 
FRANCIS T. HOLLAND, M.D...AL-61 Tallahassee 
LOUIS S. MOORE M.D.....B-6 Naples 
WILLIAM T GIST, M.D. a eae 
ELMER J. EISENBARTH, M.D...D-61............ Marathon 


SCIENTIFIC COUNCIL 
THAD MOSELEY, M.D., Chm 


THE JOURNAL AND OTHER PUBLICATIONS 
SHALER Me eg Jacksonville 





Jacksonville 





































WEBSTER MERRI M.D.—Asst. Editor... Jacksonville 
Z H. STEWART. _Miami 
JAMES N., PATTERSON, | M.D.—Publicatio .Tampa 
H OLLI M.D.—Publication Orlando 
KENNETH A. MORRIS; M.D.—Abstracts.._ acksonville 
WALTER C , oa DE TDA SCE RCS a cneeeeseeee Miami 
THOMAS M.D. acksonville 
ERE W. Annis. , MD. Ealvoria nicest Lakeland 
OHN M. PACKARD M.D.—Editorials. Pensacola 
JOSEPH J. LOWENTHAL, M.D.—Editorials..... Jacksonville 
CARLOS P. LAMAR, M.D.—Book Reviews. Miami 
GEORGE 7. HARRELL, M.D.—Book Reviews.......... Gainesville 
W. DEAN STEWARD, M.D.—Book Reviews... ..Orlando 
HAWLEY H. SEILER, a ad Tampa 
WILSON T. SOWDER, M.D. —Advertising. “Jacksonville 
TAMES H. FERGUSON, M.D.—Advertising.... iami 
POSTGRADUATE EDUCATION 
JAMES L. aoa. M.D., Chm.....AL-61................. Jacksonville 
WILLIAM C, HOMAS jR., “—v ~ waaiee Lnniacemmeee Gainesville 
er G. KING jR., M.D... Lakeland 
V. a? a JOHNSON, MDS Remand W. Palm Beach 
JOHN V. HANDWERKER JR., MD eal my at Key Biscayne 
RESEARCH 

JAMES J. GRIFFITTS, M.D., Chm.._..D Miami 
NICHOLAS A. TIERNEY, M.D....AL... Miami Beach 
KARL B. HANSON, M Jacksonville 





a D......A 
JAMES N. PATTERSON, M.D....B Tampa 
MARTIN G. GOULD, M.D......C Fort Pierce 

SCIENTIFIC WORK 


THAD MOSELEY MD, Chm 
JOHN M. PACKARD, M.D....AlL-61.. 




























































CHARLES K. DONECAN, M_D......B- 63. t. “Petersburg 
RICHARD F. SINN' a ee Fort Pierce 
FRANZ H. STEWART, MLD... hawsad D-62 Miami 
COUNCIL ON SPECIAL ACTIVITIES 
WILLIAM C, ROBERTS, M.D., Chm................... _Panama City 
ADVISORY TO WOMAN’S AUXILIARY 
GORDON H., IRA, M.D., Chm.....A-63...................... Jacksonville 
TAYLOR W. GRIFFIN, M.D... _A-61 Quincy 
CHAS. McC, GRAY, M.D... _B-61 Tampa 
LEE ROGERS JR. M.D biacead “C-64 Cocoa 
L. WASHINGTON DOWLEN, M.D....D-62.0 Miami 
BOARD OF PAST PRESIDENTS 
SHALER ag me M.D., Se. 1946.................. Jacksonville 
RALPH W. JACK Secy., 1 9. Miami 
FREDERICK J. Wane ‘M.D., a Jacksonville 
WILLIAM M. RO eee 
HOMER L. PEARSON JR., M.D., 1934 Miam: 
HERBERT L. BRYANS, M.D., 1935. P. Ll 
ORION O FEAS ER, 5 ‘Long Beach, Miss. 
Jacksonville 
LEICH F, ROBINSON, MD. ie Lee 
WALTER C, JONES M.D., 1941 Miami 
EUGENE G PEEK §R., M.D., 1943 Ocala 
WILLIAM C. THOMAS SR., M.D., 1947 .c.ccocccosso-- Gainesville 
JOSEPH S. STEWART. M.D., Miami 
ALTER AYNE sR. MD. 1949 P 1 
HERBER' 


T E. WHITE, M 
DAVID R. MURPHEY ik. "MD. 
ROB BERT. B. ag M.D., 
FREDERICK K. HERPEL, 








FRANCIS H. LAN 
WILLIAM C. ROBERTS, M.D., 1957 
JERE W. ANNIS, M.D., 1958 
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A.M.A, HOUSE OF DELEGATES 
REUBEN B. CHRISMAN JR., M.D., 




















Coral Gables 
FRANK D. Panay M.D., Alternate. Orlando 
Terms expire Dec. 31, 1962) 

FRANCIS T. H t Tallah 
MADISON R. POPE, M.D., aienene” Plant City 
(Terms expire Dec. 31, 1962) 

MEREDITH M RY, M.D., Orlando 
EUGENE G. PEEK JR., M.D., pn Ocala 
Crores oan expire Dec. 31, 1961) 

BURNS A. DOBBINS JR., M.D. btn Dore Lauderdale 

WALTER E. MURP M.D., Alternate... Gainesville 


(Terms expire Dec. 31, 1961) 


LIAISON WITH COUNTY MEDICAL SOCIETIES 
WILLIAM C. ROBERTS, M.D., -63..........Panama City 
HERBERT E. WHITE, M.D....AL-61_...._St. Augustine 





























ERE W. ANNIS M.D...._B-64 
DUNCAN McEWAN, M.D._.C-62 Orlando 
OSEPH §S., T STEWART. M.D....D-61 Miami 
COUNCIL ON SPECIALTY MEDICINE 
T. BERT FLETCHER JR., M.D., Chm... Tallahassee 
Allergy . 
I, IRVING WEINTRAUB, M.Doiccccccccesooeeone----- Gainesville 
Ancsteesieieey 
ARD S. HODES, M.D Tampa 
a... Physicians 
oe) el 6M Ss W. Palm Beach 
Dermatology . 
JACK H. BOWEN, M.D Jacksonville 
General Practice 
General Surgeons 
RICHARD M, FLEMING, M.D Miami 


nate | g poms 
J. B L HALL, M.D Tavares 
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Daytona Beach 





Internal Medicine 

















WILLIAM C. BLAKE, M.D Tampa 
Neurosurgery 

IRWIN PERLMUTTER, M.Do......0.---eccceeo Coral Gables 
Obstetrics and Gynecology 

T. BERT FLETCHER JR., M.D. Tallah 
Ophthalmology and Otolaryngology 

KENNETH S. WHITMER, M.D Miami 
Orthopedic 

MICHAEL A. DiCOSOLA, M.D Sarasota 
Pathology 

JOHN B. MIALE, M.D. Miami 


Pediatrics 
HARRY M. EDWARDS, M.D Ocala 





Plastic Surgery 


















































JOSEPH E. O’MALLEY, M.D Orlando 
Proctology 

DON C. ROBERTSON, M.D Orlando 
Psychiatry 

SAMUEL G. HIBBS, M.D Tampa 
Radiology 

JOHN Ss. STEWART, M.D Fort Myers 
Surgery 

DONALD W. SMITH, M.D Miami 
Urology 

H. LAWRENCE SMITH JR., M.D Tallah 

INVESTMENT TRUST COMMITTEE 

FLOYD K HURT, M.D Jacksonville 
SAMUEL M. DAY, Jacksonville 
BURNS A. DOBBINS JR, MDa cecccccsssssssssse Lauderda 
SHERMAN B. FORBES, M.D. Tampa 
ALPH JACK, M.D. Miami 
EDWARD JELKS, M.D Jacksonville 

WTON C. McCOLLOUGH, M.D. Orla 
NORVAL M. MARR SR., M.D St. Petersburg 
JOHN D. MILTON, M.D. Miami 
WILLIAM M. C. WILHOIT, M.D P. L 


LEGAL COUNSEL 
MARKS, GRAY, YATES, CONROY & GIBBS........... Jacksonville 


CERTIFIED PUBLIC ACCOUNTANTS 
LUCAS, HERNDON and CATHERWOOD..._ Jacksonville 
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